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Archives of Physical Medicine and Rehabilitation 


Code of Advertising 


The Archives of Physical Medicine and Rehabilitation, published monthly by the American 
Congress of Physical Medicine and Rehabilitation, is interested in the maintenance of the highest 
standards in advertising in the interest of its readers in the medical and closely allied professions, the 
various manufacturers and patients. The Archives of Physical Medicine and Rehabilitation believes 
that honest, straightforward and informative promotion is essential in the merchandising of 
products and apparatus affecting the health and welfare of the general public. For this reason, the 
APM&R has formulated some basic principles to serve as a guide to manufacturers and advertisers. 


CLAIMS 

1. Claims for the efficacy or usefulness of a product should be logically and appropriately based 
upon scientific evidence or authoritative opinion expressed by qualified persons. 
2. Claims should not be stronger than the evidence warrants and should be expressed in such a way 
as to avoid multiple interpretation. Implied endorsements by ambiguous statements are not ac- 
ceptable. The journal reserves the right to modify or exclude copy that is extravagant in claims 
without consulting advertiser and/or agent if time before publication deadline is a governing factor. 
3. Statements of endorsement or use of a product or apparatus by physicians or by institutions 
or by individuals in allied professions are not acceptable. 
4. The statement of claims should be made in language appropriate to the understanding of the 
intended reading audience. If such statements are not clearly made, they may be misleading or 
confusing thereby doing disservice to both publisher and advertiser. 
5. Length of time a product has been on the market and relative sales position are not neces- 
sarily evidence of its merit and hence such information cannot be considered appropriate 
argument for prescription or recommendation. 
6. Promotion suggesting undesirable consequences from failure to use any product or apparatus 
unless compelling evidence exists is unjustifiable. 

EVIDENCE 
1. Evidence presented in promotion of products or apparatus should serve the funtion of 
validating any or all claims made. While interpretation of findings may vary among physicians, 
claims must adhere to the evidence and not to questionable extrapolations. 
2. The significance of evidence should not be magnified to the point of overemphasis and quota- 
tions and/or excerpts should not disregard the context or the full meaning of the source. 
3. Evidence should be readily and reasonably available. Manuscripts may be cited as references 
only after publication. Personal communication is acceptable only when the author has had an 
opportunity to review the intended promotion and has granted written approval for the citation. 
A copy of any personal communication to be included in advertising copy and a copy of per- 
mission directed to the manufacturer to use such personal communication must be on file in the 
office of the publisher prior to such information being released for publication in the journal. 
Descriptions of findings demonstrated in scientific exhibits not subsequently published in a 
generally available periodical do not constitute suitable evidence. 
4. Evidence derived from adequately controlled research should be differentiated from uncon- 
trolled clinical experience. Where the advertiser sets forth his own conclusion or rationale, it 
should be done without implication of other authority. 


COMPARISONS 
1. Promotion of a product or apparatus should relate the merits of the product or apparatus to 
generally acceptable medical standards. 
2. Direct comparison with other products or apparatus for the purpose of demonstrating superiority 
is permissible only when such claim can be supported by direct reference to a published report. 
3. Implied superiority of a product or apparatus through the overuse of superlatives is not 
acceptable. 

POSITION OF THE MEDICAL PROFESSION 

1. Promotion that tends to undermine the patient’s trust and confidence in his physician is 
prejudicial to the effective practice of medicine and must be avoided. 
2. Promotion that results in the patient bringing pressure on the physician to prescribe according 
to suggestion or the current vogue rather than by exercise of professional judgment, is unacceptable. 
3. Promotion that encourages the patient to assume the prerogatives of the physician is unwise. 
It should be avoided as detrimental to public health. A prescription of drugs and/or therapeutic 
appliances leading to the time and sequence of the introduction of other treatment should remain 
the responsibility of the physician. Promotion influencing the patient to assume these responsi- 
bilities or creating concern regarding the physician’s recommendations is not acceptable. 
The APM&R Code of Advertising conforms to the principle that promotion directly to the public of 
products and apparatus which require a physician’s special knowledge for the proper administration 
is not in keeping with the best health and welfare of the general public. The APM&R Code of Ad- 
vertising is subject to alteration and clarification as indicated by the experience and wisdom that will 
be acquired through cooperative efforts of medical, industrial, educational and public organizations. 


& 
4 
ae 


Dallans FUTURA: 


* MopERN DESIGN * MODERN ENGINEERING 


EQUIPMENT FOR 
PHYSICAL MEDICINE 


Since 1934 Dallons Laboratories, Inc. have been producing 

superior equipment for Physical Medicine. And again, in the 

all-new FUTURA series, you will find matched instruments at “wees A 
their very best . .. Every piece in this completely new ort 
FUTURA line carries all of the latest in electronic perfection. 3 
Advanced engineering, circuitry and controls is your assurance 

of top performance under all conditions. Modern styling, 

matched in appearance, finish and decor makes FUTURA 

instruments by Dallons — the most talked about, most sought 


after, most appreciated and the most complete line anywhere. caneeenean Tl 


MODEL 1050 MEDI-SONAR 


MODEL 600 ULTRA VIOLET 


MODEL 1100 MEDI-SONAR 


Sold only through selected, franchised surgical supply 
dealers. Fully factory guaranteed. 


For descriptive professional literature and name of your D A LL re) N S 


nearest dealer, write to the manufacturer.  AeOkATORHS Oa 


5066 SANTA MONICA BLVD., LOS ANGELES 29, CALIFORNIA 
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READER SERVICE... 


this section is established for the convenience of the reader-audience of 
the ARCHIVES OF PHYSICAL MEDICINE AND REHABILITATION. Each month, 
the reader service column will list the complete name and address of the 
author to be contacted for information and/or reprints of scientific studies 
herein published. The column will be up to date at press time, but the 
ARCHIVES cannot guarantee the accuracy of such listings 30 days after 
publication date. The following authors, in Contents order, are represented 
in the March, 1960 issue: 


ROBERT L. BENNETT, M.D., Georgia Warms Springs Foundation, 
Warm Springs, Ga. 


ERNEST HENRIKSON, Ph.D., 205 Shevlin Hall, University of Min- 
nesota, Minneapolis 14, Minn. 


NANCY E. Woop, Ph.D., 11206 Euclid Ave., Cleveland 6, Ohio 
FOLKE BECKER, M.D., VA Center, Dublin, Ga. 
DONALD K. MATHEWS, D.P.E., 337 W. 17th Ave., Columbus, Ohio. 


Please do not direct requests for reprints to the Archives of Physical Medicine and Rehabilitation 


1960 IS THE YEAR 


Effective January, 1960, the following subscription rates to the ARCHIVES 
OF PHYSICAL MEDICINE AND REHABILITATION apply 


UNITED STATES, ITS POSSESSIONS; 
PUERTO RICO, AND MEXICO $ 8.50 yearly 


CANADA $ 9.50 yearly 
ELSEWHERE $14.00 yearly 
SINGLE ISSUES (current) $ 1.00 per copy 
SPECIAL ISSUES (current) $ 1.50 per copy 


These revised rates apply to all subscriptions, new and/or renewal. 
Every means of delaying an increase in rates has been taken during 
the past years. Nonetheless, steadily increasing publication costs 
necessitated a rate schedule revision. We know that you will agree 
that the increase is not out of line especially in view of the fact that 
the last subscription rate increase was January, 1949. 
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FoR EFFECTIVE TREATMENT OF... 


VARIOUS NEURITIDES 
BURSITIS 
TENOSYNOVITIS 
INFLAMMATORY PELVIC DISEASE 
OSTEOARTHRITIS 
FIBROSITIS and MVOSITIS 
CHRONIC RHEUMATOID ARTHRITIS 
FRACTURES 
SPRAINS and STRAINS 


MICROWAVE UNIT. 


® Deep-tissue heating — up to 
106° F. 2” deep in muscle tissue 


® Promotes rapid increase of blood flow 


e Radiations can be easily reflected, 
focused and directed 


e Power control permits continuous 
intensity adjustment 


@ Compact, mobile — ideal for office use 


For complete specifications and information on the MW-1, 
please write directly to The Burdick Corporation, Milton, 
Wisconsin, or call your local Burdick representative. 


~ By 


THE BURDICK CORPORATION 
MILTON, WISCONSIN 

Branch Offices: 

NEW YORK CHICAGO ATLANTA LOS ANGELES 

Declers in all principal cities 
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A perfect solution to the style de- 
mands of the patient and the sup- 
port demands of the physician. This 
girdle features a double hook and 
eye adjustment. It extends 4” above 
the waistline to cover the lumbo- 
sacral region. Made of white cable 
net with a fabric front and back 
panel. 


A support your male patient will 
wear. Made of natural, controlled- 
stretch elastic with two double elas- 
tic pull bands hooking into front 
tabs. Zipper front closing. Supplied 
with 4 shaped steels for more back 
support — extends 5” above waist 
in back, only 24%” in front. 


In situations of low back pain or in cases of postoperative therapy, Camp’s 
lumbosacral supports have a long history of providing protection and relief. 
Designed to immobilize, firm and rest the back from the dorsolumbar junction 
to an anchor point well down over the sacrum. These supports can be rein- 
forced by steel uprights, the Camp spinal brace, or pads. Your authorized 
Camp dealer has many models (side lacing, back-lacing, no lacing) to select 
from in matching your specific needs. And basic types are made in a variety 
of fabrics to match the whims of your patient. 


S. H. CAMP & COMPANY, Jackson, MICHIGAN 


S. H. Camp & Company of Canada, Ltd., Trenton, Ontario 


CAMP supports 
TRACE MARK 
For Conservative Treatment of Low Back Conditions Bete 
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2 Hanger Legs = Independent Living 


A double amputee, Harvey A. Macy, says: “The pair of Hip Control 
AK Hanger Limbs are as near perfect as | believe an artificial leg can 
be. | am satisfied with them in every detail — looks, comfort, and per- 
formance. | drive my car with only one added feature, a special hand 
throttle.” Hanger Artificial Limbs here have made possible the im- 
portant thing for every amputee — returning to self-reliant daily life. 
Careful fitting and manufacture have done the same for thousands 
of Hanger Wearers for 95 years. 


AVAILABLE AT AUTHORIZED FACILITIES IN THE FOLLOWING CITIES: 


Eastern Region: 
BALTIMORE 1, MD. 
BOSTON 15, MASS. 


CHARLESTON 2, W. VA. 


NEW YORK 11, N. Y. 
PHILADELPHIA 7, PA. 
RALEIGH, N. C. 
RICHMOND 19, VA. 
ROANOKE 12, VA. 


WASHINGTON 13, D. C. 


Midwestern Region: 


CHICAGO 5, ILL. 
CINCINNATI 29, OHIO 


DALLAS 1, TEXAS 
EVANSVILLE, IND. 
FORT WAYNE, IND. 
HOUSTON, TEXAS 
INDIANAPOLIS 2, IND. 


OKLAHOMA CITY 3, OKLA. 


PEORIA 4, ILL. 
ST. LOUIS 66, MO. 
WICHITA, KANSAS 


Central Region: 
COLUMBUS 8, OHIO 
JOHNSTOWN, PA. 
PITTSBURGH 1, PA. 


Southeastern Region: 
ATLANTA 9, GA. 
BIRMINGHAM 1, ALA. 
COLUMBIA 5, S. C. 
JACKSONVILLE, FLA. 
MIAMI 37, FLA. 
MOBILE, ALA. 
MONTGOMERY, ALA. 
NASHVILLE, TENN. 
NEW ORLEANS 19, LA. 


SAVANNAH, GA. 

ST. PETERSBURG, FLA. 
TAMPA 2, FLA. 

WEST PALM BEACH, FLA. 


= 
BS 

4 

CLA 

ORLANDO, FLA 

- vu 


LaBERNE EXERCISE 
AND SHOULDER WHEELS 


The LaBerne Portable Exercise and Shoulder Wheel was designed for 
over-bed or wheel chair use as well as Physical Therapy department. 
Mounted on a “telescopic” tube with height adjustment with steel base 
and lock casters. The wheel itself is mounted with swivel joint adjust- 
able to seven positions from vertical to horizontal, offering many exercises 
not previously possible. The counter-balanced wheel is 24” with an 
adjustable handle making available up to 
a 48” arc, and is mounted on roller bear- 
ings with sensitive resistance adjustment. 
Calibrated in pounds pressure from 0-80 


pounds. 
Model 3300 P $145.00 


Write for catalog. 
Prices FOB Columbia, S. C. 


The LaBerne adjustable height Wall Model Shoulder wheel is a counter-balanced 
48" wheel mounted on roller bearings and a “telescopic” tube. It is adjustable 
to any desired height and has an adjustable handle offering any desired arc from 
12” to 48” with a sensitive resistance adjustment. Model 4410 W $79.50 


Same as above except 18” height adjustment, wall bracket mounting. 
Model 5100 SW $59.50 


La Berne MANUFACTURING COMPANY 


PO Box 5245 Columbia, S. C. Phone SU 7-6162 
Originators of the “WALK-OFF” Physical Therapy Table 


YOU DON’T NEED YOUR FEET 
TO DRIVE 


With this precision-built hand control for cars, any- 
one with handicapped legs can drive a car with 
safety. Approved by state highway commissions. 


GUARANTEED 


Use a Handi-Drive for 30 days. Your money back 
if not fully satisfied. 


Write for Information 
THE LEVERAGE HAND BRAKE COMPANY 
P. O. BOX 853 FARGO, NORTH DAKOTA 


DEPT. 630, 257 PARK AVE. S., NEW YORK 10, N. Y. 
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~NEW SHOWER SEATS 
—< 
enjoy the ‘of a shower with little or no aic 
ae new shower seats, for the first time, permit * ~ Poo 
the bather to sit at a height of 20 inches. They — eas 
ortab under relaxing, n cleansing flow. 
height. All other construction is of highly polished, wee 
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TECA 


CORPORATION 


@ Easy-to-operate control panel uses 
simplified modern terminology. 


Model SP5: LOW VOLT THERAPEUTIC GENERATOR 


providing 
currents for: 
Comfortable stimulation of 


normal and denervated 
nerves and muscles. 


lon transfer therapy. 


Muscle and nerve testing. 
Medical galvanism. 


Write for SP 5 Bulletin 
and pamphlet, 
“Notes on Low Volt Therapy” 


TECA CORPORATION © 80 MAIN STREET 


®@ Two independent generating sections, separate circuits for 
AC stimulation and DC therapy, may be used simultaneously. 


® Variable frequencies: 11 calibrated frequencies allow 
choice for maximum comfort and most effective stimulation. 


@ Automatic current surges and interruptions; rates adjust- 
able over a wide range. 


© WHITE PLAINS, N. Y. 


3. 


complete integrated facilities for 


ELECTROMYOGRAPHY 


@ SINGLE CHANNEL EMG with two-channel magnetic tape re- 
corder for recording notes and 
Model TE 1.2-7 | EMG simultaneously. 


®@ TWO-CHANNEL EMG permits simultaneous recording and 
study of two EMG potentials or of 


one potential together with a re- 
Model TE 2-7 lated physical peremeter such os 
force or pressure. 


¢ Automatic controls and new circuits provide simplified 
reliable operation without shielded rooms in most loca- 
tions. ¢ EMG potentials faithfully reproduced by special 
recorder circuits. © Specifications equal or surpass re- 
quirements for research, teaching and clinical use. 


@ NEW rugged COAXIAL NEEDLE ELECTRODE with- 
stands autoclaving, has tapered shaft with 26 gauge 
tip and insulated handle. 


TECA 80 Main St. 


CORPORATION White Plains, 
New York 
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L-F SHORT-WAVE DIATHERMY 


for efficient, effective, 
all-position THERAPY! 


Users report all the advantages and conveniences 
they want are obtained with the treatment- 
proved L-F Short-Wave Diathermy. 

In most applications the set-up time is only 

9 or 10 seconds. Practically unlimited application 
flexibility is provided by L-F air-spaced plates 
and combinations of a plate and the L-F hinged 
treatment drum or utility applicator. 


Indicative of the therapeutic effectiveness of 
this diathermy unit is its successful use by 
hundreds of physicians, hospitals, industrial 
clinics, and varied health and treatment 
institutions. Consider the L-F Short-Wave 
Diathermy for your own treatment programs. 


Air-spaced plate Hinged drum appli- Utility applicator 
treatment of wrist, cation to lower back. treatment specifically 
hand or fingers. for torticollis. 


RITTER COMPANY, INC. | 
6603 Ritter Park, Dept. 6603 
Rochester 3, N.Y. 


Air-spaced plate 
treatment shoulder to 


es. . Please send additional information on 
Ritter L-F Short-Wave Diathermy. 


GOMPANY INC. 


NAME 
ROCHESTE YORK 
Medical Division ADDRESS 
CITY ZONE STATE 
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OPPORTUNITIES AVAILABLE 


WANTED: (a) Physiatrist, Board or Board 
eligible; salary open. (b) Director of Re- 
search. Both positions open, new rehabilita- 
tion center for children and adults in New 
England. For further information, write Box 
2611, Archives of Physical Medicine and 
Rehabilitation. 


WANTED: Board eligible or certi- 
fied physiatrist for newly opened 
Teaching Hospital in Pacific North- 
west. Write University of Wash- 
Department of Physical 
Medicine and Rehabilitation, CC 
814 University Hospital, Seattle 5, 
Washington. 


ington, 


Mail your 


check TODAY 
National Society 
for Crippled Children 
and Adults 
2023 W. Ogden Ave. 
Chicago 12, Ill. 


PHYSIATRIST WANTED 


Opening for board certified or eligible 
specialist in physical medicine for di- 
rector of community rehabilitation 
center. Fine opportunity. Salary open, 
commensurate with experience and 
training. To apply, send curriculum 
vitae to Robert A. Silvanik, Rehabilita- 
tion Center of Summit County, Inc., 
326 Locust Street, Akron 2, Ohio. 


A MUST IN DERMATOLOGY 
FISCHERQUARTZ 


Model No. 88 


R. A. FISCHER & CO. 


FISCHERTHERM @ 


FISCHERQUARTZ @ 


A MUST IN DEPENDABLE 
ULTRA SOUND 


RF-7 ULTRA SOUND WITH NEW 6 
OR 12 FOOT VERY THIN, FLEXIBLE 
LOW VOLT CABLES. 


oe 
FISCHER DRY PADS FOR LOW VOLT 
NO MOISTURE 
SEND FOR DETAILS 


517-525 COMMERCIAL STREET 
GLENDALE 3, CALIFORNIA 
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REGISTERED STAFF PHYSICAL THERAPIST 
for well-established department in 330-bed 
voluntary general hospital. Wide variety of 
cases. Above average starting salary. Air- 
conditioned department. Five day work 
week. University city of 80,000. Apply 
Decatur and Macon County Hospital, 


Decatur, Illinois. 


STAFF PHYSICAL THERAPIST 

Fully approved 60 bed orthopedic hospital, 
predominantly crippled children. Female 
with minimum two years experience required. 
Vacation with pay, sick leave, insurance 
benefits. Starting salary $4800, maximum 
$6300. Apply Administrator, Marmet Hos- 
pital, Marmet, West Virginia. 


GRADUATES OF APPROVED 
SCHOOLS OF PHYSICAL THERAPISTS 
New legislation allows practice pending 
registration with California Medical Board. 
Openings in California State Hospitals 
Veterans’ Home 
School for Handicapped Children 
Starting salaries $436.00 and up; liberal employee 
benefits; promotional opportunities. Streamlined civil 
service examinations twice a month in San Francisco 
and Los Angeles and on request in other states near 
candidate’s residence. 
Write 
STATE PERSONNEL BOARD 
801 Capitol Avenue, P.T. 70 
Sacramento 14, California 


PHYSICAL THERAPIST 


Opportunity for beginning or experi- 
enced physical therapist interested in 
career position in Rehabilitation Center 
with opportunity for advancement in 
field of Physical Rehabilitation. Regular 
benefits and increased privileges with 
longevity. Write to Directors, South Side 
Physical Medicine Center, 9145 South 
Ashland Ave., Chicago 20, Ill. 


WANTED — Qualified Physiatrist for large 
modern Rehabilitation department in the 
University of Alberta Hospital, Edmon- 
ton, Alberta, Canada. (Over 1,000 bed 
capacity.) Salary schedule $10,000 to 
$12,000 per annum with specialist quali- 
fications. Allowed private practice to the 
amount of $3,000 per annum. Apply to 
Dr. M. T. Carpendale, Director of Reha- 
bilitation giving curriculum vitae and 
references in first letter. 


EASTER SEALS HED 


CRIPPLED CHILDREN 


National Society for 
Crippled Children and Adults 
2023 Ogden Ave. 
Chicago 12, Ill. 


now available .. . 
without charge . . . 


© “Employment Outlook for Physical 
Therapists: A Survey of Salary and 
Personnel Policies” by Augustin & 
Ehmann. (Reprint from August, 1957 
Archives of Physical Medicine and 
Rehabilitation) 


American Registry of Physical Thera- 
pists: Booklet of Information. 


Guide Law: An Act Defining and 
Regulating Physical Therapy, etc. 


By-Laws of the American Registry of 
Physical Therapists. 


WRITE REGISTRAR 
AMERICAN REGISTRY OF PHYSICAL THERAPISTS 
30 NORTH MICHIGAN AVENUE 
CHICAGO 2, ILLINOIS 
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FOR PHYSICAL MEDICINE AND REHABILITATION 


weeds 


Write today for your Free copy of 
THE ILLUSTRATED PRESTON CATALOG 1058 


Describes the leading and most complete line of Equipment for 
Rehabilitation Exercise, Hydrotherapy and Electrotherapy. Also: 
Diagnostic Apenentns, Traction Devices, Cerebral-Palsy Furni- 
ture, Wheelchairs, Walkers, Lifters, Crutches and Self-Help 
Devices. 

The Catalog is now enlarged by Supplement B — just off the 
press ...a compilation of 127 important new and recent additions 
to the Preston Line. You will find many of these new items of 
direct value to you. For your free copy simply drop us a note. 


THE N-K EXERCISE UNIT 


Developed for the most effective administration of progressive 
resistance exercise to the knee joint muscle aes. e con- 
venient, time-saving application and the variable-resistance 
patterns which are found only in the patented N-K Unit make 
it a must in all Physical Therapy Departments. 


Accurate control of the amount of resistance is achieved through 
the use of calibrated weights which can be easily moved along 
the resistance arm to provide a conventional %, % and maximum 
resistance sequence without adding weights. In time economy, 
comfort and effectiveness, “N-K leads the way.” Order by 
Catalog Numbers: 


PC 2251A N-K Exercise Unit, Standard Model 100B 
with upholstered, chrome plated table 


PC 2251F Folding Model 2008 
with folding table for wall attachment 


FOLDING PARALLEL BARS 
Adjustable in Height and Width 


Bars are 7’ long; they fold to 10’ along wall with 17” width. All 
metal parts chrome plated; cross ties of hardwood, painted 
neutral grey. Recommended for small departments where space 
is very limited and for home use. Order by Catalog Numbers: 


PC 2422 Folding Parallel Bars — 7’ long, 1%” diameter handrails 
adjustable in height from 22” to 37”; in width from 11” 


PC2422C Folding Children’s Bars — Same as PC 2422 except rails 
are 13%,’ diameter and adjustable in height from 18” 
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PC 2422A Same with Abduction Board 
PC2422CA Children’s Bars with Abduction Board ................. $114.50 
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DON’T READ THIS 


unless you are interested 
in a special offer! 


Back issues of the ARCHIVES OF 
PHYSICAL MEDICINE AND REHABILITATION 
may be purchased for the cost of $1.00 plus 
a 10 cent handling charge for each copy of 
the journal purchased. Issues are available 

Write for for the following years: 1949 (except March, 

June, August); 1950 (except December); 1951 
CATALOG PM ‘ (except January, July); 1952 (except January, 
picturing and describing pre May, July); 1953 (except May); 1955 (except 
our new, improved . September); 1956 (except July, October, De- 
' cember); 1957 (except January, February, 
SURGICAL and ORTHOPEDIC } March, June, December); 1958 (except Jan- 
‘.\ vary, April, July); 1959 (except February). 
APPLIANCES : The minimum order accepted at this reduced 
rate is $5.00 plus 50 cents handling charge 
for early training and cr a total of $5.50. For complete details 
regarding this special offer, direct inquiry to 
REHABILITATION ARCHIVES OF PHYSICAL MEDICINE AND 
REHABILITATION, 30 North Michigan Avenue, 
Chicago 2, Illinois. 


Note Cosmevo’s change of name and address 

pe The right to withdraw this special offer with- 
out notice of any kind is reserved by the 
American Congress of Physical Medicine and 
Rehabilitation. 


Wake your plans fo 


WASHINGTON, D. C. for the INTERNATIONAL SESSION 
AUGUST 21-26, 1960 


for sale Rest - Relaxation - Contentment! 


Beautiful and very desirable small estate 08 house and cottage) on lake in vicinity 
of Portland, Maine. Residence consists of large living room, dining room, six bedrooms 
plus a comfortable screened-in porch; cottage nearby has four bedrooms. Also 
included are double and single garages as well as a separate tool house. Hundreds 
of sky-high pine trees dot the park-like grounds. This valuable site covers 7 acres of 
land with 500-foot fronting on the lake. Photographs and details covering addi- 
tional features of this offer can be had by writing Box JAF, Archives of Physical 
Medicine and Rehabilitation, 30 N. Michigan Ave., Chicago 2, Ill. 


En jo bed wealth of : 
( 
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TARSO SUPINATOR® 


IDEAL FOR POST POLIO AND 
CP CHILDREN WHO PRONATE 


TARSO SUPINATOR SHOES have been in use 
for more than 25 years for treatment of weak, 
plano-valgus feet. 


The Tarso Supinator last is specially shaped to 
swing the hind-foot from valgus into marked 
varus, thereby lifting the ankle and the longi- 
tudinal arch, and inducing adduction of the 
forefoot. Full orthopedic construction includes 
medial wedges, medially extended heels and 
long inside counters. 


Pronation is controlled at once. Posture and 
walk are immediately improved. Tarso Supinators 
are normal looking, comfortable and trouble-free. 


TARSO SHOES are supplied through dealers and 
directly to institutions. Write for catalog and 
descriptive literature. 

MAURICE J. MARKELL SHOE CO., INC. 
332 So. Broadway e Yonkers, N. Y. 


Georgia Warm Springs Foundation 


GRADUATE COURSE 


Physical Therapy and Occupational Therapy 
In the Care of Neuro-Muscular Disease 


This course is open to graduates of approved schools 
of physical and occupational therapy. Such graduates 
must be members of the American Physical Therapy 
Association and/or registrants of the American 
Registry of Physical Therapists, or members of the 
American Occupational Therapy Association. 

Entrance Dates: First Monday in January, April and 
October. 


Course | — Emphasis on care of convalescent neuro- 
muscular disease with intensive training in functional 
anatomy, muscle testing, muscle reeducation and use 
of supportive and assistive apparatus. This course is 
complete in itself. 

Course 1! — Three months duration with Course I 
prerequisite. Emphasis on care of severe chronic 
physical handicaps with intensive training in re- 
sumption of functional activity and use of adaptive 
apparatus. 

In-Service Training Program — Fifteen months dura- 
tion at salary of $225 per month plus full mainte- 
nance, increasing to $250 per month at the completion 
of nine months. This program includes training in 
Courses I and II. 

Tuition: None. Maintenance is $100 per month 
(except those on In-Service Training Program). For 
scholarship to cover transportation and maintenance 
for Courses I and II, contact The National Founda- 
tion, 800 Second Avenue, New York 17, New York. 
(Scholarships require two years of experience.) 


For further information contact: 


ROBERT L. BENNETT, M.D. 
Executive Director 
Georgia Warm Springs Foundation 
WARM SPRINGS, GEORGIA 


PROGRESSIVE 
RESISTANCE 


EXERCISE EQUIPMENT 


Elgin Exercise 
Unit Model 
No. A-1500 


e« « « especially designed for the 
administration of over 100 therapeutic exercises! 


It has been proven that exercise therapy must be ac- 
curately controlled if the desired end results are to be 
obtained . . . Elgin, the original designers and manu- 
facturers of Progressive Resist. Equipment, offers 
the only complete line of exercise equipment designed 
to meet these requirements. The Elgin line has been 
developed, in a scientific manner, to give Doctors and 
Therapists the correct clinical tools with which to pee. 
erly administer exercise therapy to both surgical and 
non-surgical patients. 
It provides a wide exercise range, from simple func- 
tional exercises to the most highly definitive focal exer- 
cises. This equipment also provides a means for an 
effective and efficient out-patient clinic for patients 
requiring therapy. An Elgin sales consultant would ap- 
reciate the opportunity of assisting you in planning 
7” the inclusion of Progressive Resistance Exercise 
Equipment in your physical therapy department. Write 
today for complete information. 


ELGIN EXERCISE UNIT ELGIN LEG EXERCISE 
Model No. AB-150 (Ankle) Model No. LE-125 


Write today for information on the complete 


line of Elgin Exercise Accessory Equipment 
aN Therapy Techniques, request Catalog 200. 


EXERCISE 
APPLIANCE CO. 
P.O. BOX 132 ELGIN. ILLINOIS 
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A dynamic adjunct in the treatment of edema of the extremities 


nz CIRCULATOR 


CIRCULATOR 


Completely Portable 
weight only 43 pounds 


amazingly flexible 
unit 


r the fi 
PHYSICAL MEDICINE ‘AND REHABILITATION 


offering a means of actively forcing fluid 
from edematous extremities. 


The CIRCULATOR is automatic in continuous 
operation, yet under complete control of the at- 
tending physician or therapist. Its unique action 
forces fluid from the arm or leg—by progressive 
cumulative pneumatic pressure in a proximal di- 
rection—toward the heart. In cases of lymphedema 
or venous stasis, the ‘cumulative’ compression 
effects a restoration of the return flow of blood or 
lymph, past the incompetent and inadequate 
valves of the venous or lymphatic systems. 

Patients of all ages have been treated, with 
special emphasis on post-mastectomy lymphedema 
of the arm, stasis ulcer (of long duration) of the 
legs, lymphedemas of the praecox variety, and the 
post-surgical edemas of the extremities. In cases 
of post-mastectomy ‘brawny’ arm, treatment with 
the CIRCULATOR has resulted in marked softening 
of the induration, reduction or complete elimina- 
tion of ‘pitting’, and—diminution of any attendant 
pain. Arms which were almost useless because of 
limitation of motion due to the pain of lymph- 
edematous pressure, were dramatically restored 
to various degrees of usefulness. If CIRCULATOR 
treatment is instituted immediately upon recogni- 
tion of lymphedema symptoms, the unfortunate 
sequelae of this distressing situation may be atten- 
uated if not eliminated entirely. 

2 Where incompetent circulation has caused fluid 
retention in dependent extremities, the CIRCULATOR 
will effectively displace lymph and venous blood 
toward the heart, thereby controlling the tendency 


Lymphedematous arm under 


CIMEMLATOR 
Venous insufficiency of the leg under treatment 


RATIONALE 


Once pressure is in one this p plus the 
succeeding pressures in all the segments are “held until the cycle is 
completed, thereby effecting a ‘milking’ action to the extremity. The 
unit is designed so the more distal portions of the sleeve or boot are 
always under slightly greater pressure than the more proximal sec- 
tions. This effectively prevents regurgitation or retrograde flow of fivid. 


toward lymphatic stasis with its resultant fibrotic 
sequelae, 

In operation, the CIRCULATOR is simplicity itself. 
The pressure dial of the unit is set (in millimeters 
of mercury) to approximately 10 millimeters below 
the diastolic blood pressure of the extremity. No 
further adjustment to the machine or therapeutic 
casings is needed at any time. The arm or leg is 
slipped into the casing, and the switch turned on. 
Therapy is then underway. There is no discomfort 
to the patient, and treatment may be administered 
during the time of day when relaxation is in order, 
while watching television, reading, or just resting. 


Send for this valuable folder today 


CIRCULATOR THERAPEUTICS 
235 West Merrick Road, Freeport, N. Y. 


Please send me the new, informative folder 
“The Mechanical Control of Lymphedema”’. 


Name 
Address 


City 


State 
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AUTOMATIC 


or CONTRAST... 


TEMPERATURE RANGE 
From 30°F. to 130° F. with 
REVOLUTIONARY NEW... 


SINGLY OR 
KOL-THERM will 


WHAT IS KOL-THERM? 


KOL-THERM is an entirely NEW 
approach to the application of one of 
medicine's oldest therapies. It producesCOLD i} $3 
or HOT packs, or alternate CONTRAST, 4 y Mi 
__ within a temperature range of 30° F. to 130° F. co ED 
The introduction of the KOL-THERM eliminates 
the inconvenience of older, more cumbersome 
methods of cold or hot pack applications. 


HOW IS THE KOL-THERM USED? 


| When moist COLD pack or moist HOT pack is 
desired, a wet towel is placed between applicator= 


5 
surface and treatment area. Simply dial the MEDCO ELECTRONICS 26°! & Admire! Pl. 
desired temperature. The KOL-THERM COMPANY, INC. | P.O. box 3338 
will maintain desired temperature ee 
(+ or — 3° F. applicator surface) (1 | would like an office demonstration of the Medco KOL-THERM. 
for any given pre-determined period. (CO Please send me your illustrated literature. 
Write for illustrated literature or NAME 


office demonstration today! 


*AVAILABLE FOR IMMEDIATE DELIVERY STATE 


xvii 


ANOTHER 
eee just DIAL eee 
| 


Now moist heat can be applied conveniently, 
effectively and with a minimum investment in 
equipment. No dripping, no wringing, no re- 
peated applications. Each application gives 
at least 30 minutes effective moist heat. The 
Steam Pack is merely heated in water, wrap- 
ped in a towel, and applied. Standard equip- 
ment in leading hospitals and clinics across 
the nation. 
DESCRIPTIVE MATERIAL ON REQUEST 


CHATTANOOGA PHARMACAL CO., INC. 
CHATTANOOGA 5, TENNESSEE 


MASTER UNITS 


Four all stainless 

steel models to ue 

meet the various re- jem E-1 
quirements in hos- p.3 2 pack reer 
pitals, clinics, phy- — 
sicians’ offices, and 

patients’ homes. 

Automatically main- 

tains Steam Packs in 

water at proper 

temperature — con- 

stantly ready for 

immediate use. No 

plumbing used. 


12 Pack Mobile Unit 


WHITE LL 
hydrotherapy 


EQUIPMENT 


@ For the Modern Physical Therapy Department make Whitehall your 
choice...the latest advancements in hydrotherapy with simplified 
design for improved operation and lower costs. 

Send for descriptive literature | The WHITEHALL ELECTRO MEDICAL CO., Inc. 

19 Wall Street * Passaic, New Jersey 


e ARM/LEG/HIP WHIRLPOOL eFULL BODY IMMERSION TANK 


MODEL 
J0-45A 


HYDROCOLLATOR 

Stea ) (4) 

6 tl Up = 

SS — 6 Pack ‘a 
4 

—— 

e THERAPEUTIC POOL gee 

xviii 


a Reasons for using TOMAC snap-ON 
Covers with Hydrocollator Packs a 


A New Development Ss 
Researched by R/ P to Provide 


® SAFE—extra thick terry-cloth construction 
prevents burns. 

© CONVENIENT—simply place hot hydrocol- 
lator pack on cover and snap together—no 
need to bother with a collection of towels. 

@ ECONOMICAL—singie unit reduces towel 
purchases and cuts laundry costs. 

®@ EASY TO WASH, QUICK DRYING—opens 
Into one fiat unit for thorough washing and 
fast drying. Open size: 25” x 17’. 

OUTSTANDING CONSTRUCTION —6 layers 
of fluffy, long fiber, cotton terry-cloth with 
convenient non-rust snap fasteners. 


Better, More Efficient Patient Care 


Two covers may be snapped 
together for a double-size pack. 


No. 4114—TOMAC Snap-ON Cover. Each $2.90 
% doz. each $2.60 Doz, each. $2.30 
3 doz. each $2.10 6 doz. ea.. $1.95 


Also, replenish your stock with No. 4108 
Hydrocollator Steam Packs now! R/P—Your 
one source for all Hydrocollator supplies. 


THE MOST COMPLETE LINE OF REHABILITATION PRODUCTS 


Exercise Hydrotherapy 


Furniture 


Self Help Diagnostic 


The Place To Go For The Names You Know 


Rehabilitation 


Products 


Division of American Hospital Supply Corporation 
2020 Ridge Avenue, Evanston, Illinois 


ATLANTA * BOSTON °* 
LOS ANGELES 


CHICAGO 
MINNEAPOLIS 
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NEW YORK 
Export Division: Flushing 58, L. I., N. Y., U.S.A. 


COLUMBUS + DALLAS + KANSAS CITY 
SAN FRANCISCO + WASHINGTON 


° Offices in principal cities of Latin America 


| 
> 
: 
1 
| 
; 
> 
| 


THE R. D. GRANT 


“ETIOLOGY OF DECUBITUS ULCERS” 


COMPANY 


or the host paper on 


The R. D. Grant Company of Cleveland, makers and sole 
distributors of Alternating Pressure Point Units, offers a cash 
award of $1,000.00 through the American Congress of Physical 
Medicine and Rehabilitation for the best paper on “Etiology of 
Decubitus Ulcers’, to be presented at the 3rd International 
Congress of Physical Medicine, August 21-26, 1960 at 
Washington, D. C. 


The following rules and regulations apply to the contest: 


This competition is open to all persons except 
Members of the Boards of Governors of the 
American Congress of Physical Medicine and 
Rehabilitation, American Academy of Physical 
Medicine and Rehabilitation and the Program 
Committee of the 3rd International Congress of 
Physical Medicine. 


- Manuscripts must be in the office of the Ameri- 


can Congress of Physical Medicine and Rehabili- 
tation, 30 N. Michigan Ave., Chicago 2, Ill., not 
later than May 2, 1960. This deadline will be 
rigidly maintained. 


- The essay must not have been published 


previously. 


- Essays will be judged on original work, contri- 


bution to knowledge of this subject and clear 
exposition of the facts. Contributions should not 
exceed 6000 words (exclusive of headings, refer- 


ences, legends for illustrations, tables, etc.) and 
the number of words should be stated on the 
title page. Seven copies of the manuscript must 
be submitted — two original copies and five 
carbon copies. No papers will be returned. 


+ The winning contribution will be determined by 


the Program Committee of the 3rd International 
Congress of Physical Medicine. 


. All contributions will become the property of the 


American Congress of Physical Medicine and 
Rehabilitation and will be released to the 
ARCHIVES OF PHYSICAL MEDICINE AND RE. 
HABILITATION for publication as determined by 
its Editorial Board. 


. The winning essay will be presented at the 


meeting of the 3rd International Congress of 
Physical Medicine. 


The donors of the award, The R. D. Grant Company, are makers and 
exclusive distributors of Alternating Pressure Point Units used to help 
prevent and heal decubitus ulcers. 
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@ Because of the very nature of the diseases he cares 
for, tomorrow’s physiatrist will be thoroughly oriented 
in the concept of total rehabilitation. However, he will 
not think of himself as specializing in “total rehabilita- 
tion,” but in the over-all care of a well-defined group 
of diseases that primarily affect the neuromuscular and 
musculoskeletal systems. For adequate care of many of 
his patients with these diseases, he will need the 
advice and skill of other medical and surgical spe- 
cialists. For his patients who need more than defini- 
tive medical and surgical care, he will utilize the skills 
of many paramedical disciplines. He will have the 
ability to interpret, correlate, and utilize test data from 
these disciplines much as any physician or surgeon, 
regardless of specialty, now utilizes data received from 
the x-ray department or the clinical laboratory. In 
essence, the physiatrist of tomorrow will be a physician 
with specialized interest and training capable of antici- 
pating, recognizing, and handling the problems inher- 
ent in the care of those diseases with which the field 
of physical medicine and rehabilitation is most 
concerned. 

In 1952 I was given the opportunity 
of addressing the American Congress of 
Physical Medicine and Rehabilitation on 
the subject of “The Training of the 
Physiatrist.”! At that time I tried to in- 
dicate, in rather broad terms, the train- 
ing needed by our young physicians to 
take advantage of certain opportunities 
for professional advancement that were 
open to the specialist in physical medi- 
cine and rehabilitation. I also said that 
while the problems faced by our specialty 
in gaining further recognition and status 
were many, they could all be solved by 
“knowing where we were going, and 
training men to get us there.” This im- 
plied that I knew where we were going. 
Actually, I was in some doubt. I would 
uot admit my former doubts if I did not 
honestly feel that, while we have not 
taken advantage of all of our opportuni- 
ties, our specialty is developing in pur- 
pose and direction to the extent that I 
now think I know “where we are going.” 
I therefore welcome this opportunity to 
bring my thoughts up to date and, in so 
doing, visualize the physiatrist of tomor- 
row. I am well aware of the possibility 
that my concept of the future specialist, 
and even of the present specialist, in 
physical medicine and _ rehabilitation 
might be quite different from yours. If 
so, I hope that you will accept the fact 
that I am speaking sincerely on a subject 
that has deeply interested me during all 
of my professional life. 


The Ninth John Stanley Coulter Memorial 
Lecture: Tomorrow’s Physiatrist 


Robert L. Bennett, M.D. 
Warm Springs, Ga. 


While purpose and direction are im- 
portant to the success of any endeavor, 
the will and the opportunity to succeed 
are even more important. But no one 
of these, nor any combination, is enough 
without the ability to see beyond the 
confines of personal interests and specific 
endeavor in order to maintain the per- 
spective necessary for continued and 
worthwhile development. It is only in 
this way that purpose and direction can 
be brought into proper focus with desire 
and opportunity. 


Yesterday's Physiatrist 


The young physiatrist entering prac- 
tice today has a far greater desire and 
opportunity for utilizing his total medi- 
cal knowledge in the development of his 
specialty than I did when I started in 
this field. At that time, twenty years 
ago, through the influence of such men 
as Dr. John Stanley Coulter, the physi- 
cians interested in physical medicine 
were devoting much of their time to 
evaluating the effects of physical agents 
in the diagnosis and care of practically 
every ill that plagued mankind. Their 
efforts led to the establishment of a 
sound physiologic basis for the use of the 
keystones of physical medicine: heat, 
massage, and exercise. The knowledge 
gained through such evaluation led to 
the development of new and more effec- 
tive ways of applying these physical 
agents. Much of the rest of the efforts of 
these serious and devoted men was spent 
convincing their medical colleagues that 
the devices and technics of physical med- 
icine were a valuable and necessary part 
of all medical practice. As a natural con- 
sequence, most physicians who limited 
their practice to physical medicine at 
that time had little desire to develop a 
patient practice of their own. Even if 


Read at the Thirty-seventh Annual Session of 
the American Congress of Physical Medicine and 
Rehabilitation, Minneapolis. September 2, 

Executive 
Foundation. 


1959. 
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they had so desired, their opportunity 
for doing so was limited because they be- 
came identified more by their tools than 
by the diseases they treated. They were, 
therefore, called upon to use these tools 
to care for specific problems arising in 
patients whose over-all care was directed 
by other physicians. Unlike most other 
medical and surgical specialists whose 
practice requires personal diagnostic as 
well as therapeutic skill, these specialists 
in physical medicine were rarely called 
upon to make a diagnosis. Even requests 
for their therapeutic knowledge were 
certainly not frequent. 


In the larger hospitals and clinics, the 
physician interested in physical medicine 
sought after and was given the responsi- 
bility of developing a department of 
physical medicine. In such a depart- 
ment he had the opportunity of seeing 
many different kinds of diseases, he could 
observe the response of these diseases to 
the application of physical agents, but, 
in most instances, his personal therapeu- 
tic skill was not in great demand. By this 
time, the technical fields of physical and 
occupational therapy had been estab- 
lished, and schools were training these 
therapists to work under the prescription 
of the medical doctor. The departments 
of physical medicine employed many of 
these therapists, and the physicians in 
charge of the departments were given 
the responsibility of directing their work. 
However, this did not necessarily mean 
that the specialist in physical medicine, 
even though he was a director of such a 
department, was called upon to use his 
personal therapeutic skill. Commonly, 
the physical treatment was suggested or 
even specifically prescribed by the pa- 
tient’s own physician who utilized the 
physical medicine department much as 
he used the x-ray department or the 
clinical laboratory. The specialist in 
physical medicine was frequently consid- 
ered an unnecessary delay between the 
referring doctor and the therapist. 


The private practice of physical medi- 
cine did exist at that time, and many 
outstanding men contributed to the 
practice of medicine and to the specialty 
of physical medicine by their success in 
private practice. However, most men, 


Mar., 1960 


particularly the new men going into the 
specialty, were employed part time or 
full time directing departments of physi- 
cal medicine in hospitals, clinics, and 
medical schools. While this pattern of 
specialization in physical medicine still 
exists, and will continue to exist as long 
as the therapeutic use of physical agents 
remains under medical supervision, it 
cannot now satisfy all of the demands of 
the modern physiatrist and can be but a 
small part of the pattern of his future. 


Medical Advances and Rehabilitation 


All of us are well aware of the truly 
fantastic advances in diagnostic, preven- 
tive, and therapeutic medicine over the 
past twenty years. These advances have 
had a profound effect on all phases of 
medical practice. They have increased 
the importance of many specialties, de- 
creased the importance of a few, but in 
all they have demanded changes of 
emphasis within the structure of each 
specialty by both solving old problems 
and discovering new ones. In its own 
way, the specialty of physical medicine 
contributed to these advances and, in so 
doing, altered the structure of its spe- 
cialty. As we developed a better under- 
standing of the physiologic effect and 
therefore the therapeutic usefulness of 
the physical agents, we found that we 
were using fewer complicated forms of 
heat and exercise, and were putting far 
greater emphasis on basic therapeutic 
exercise and on specific functional train- 
ing of patients with irreversible physical 
disability. We were becoming increas- 
ingly interested in the pathogenesis of 
physical disability, and in the prevention 
of physical disability. These interests led 
us directly into the field of rehabilitation 
that was soon to become so important to 
our specialty and to the entire field of 
medicine. 

If the advances in diagnostic, preven- 
tive, and therapeutic medicine, while 
solving many problems, also created new 
ones, it was the creation of these new 
problems that was responsible for the 
sudden growth of that part of medical 
practice that we now call “rehabilita- 
tion.” Concern for the full realization of 


potentialities, which is the basic purpose 
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of rehabilitation, is deeply rooted in our 
medical heritage. Medicine has always 
taken pride in the fact that it has con- 
sidered the individual more important 
than his disease. However, our ability to 
assist the chronically disabled to any sig- 
nificant degree lagged far behind our de- 
sire to do so. The scientific processes of 
rehabilitation were almost completely 
lacking in the field of medicine until very 
recent years. I think it can be safely 
stated that our present era of rehabilita- 
tion, which now is providing the prac- 
tical fulfillment to the age-old desires, 
began when the field of medicine learned 
to save the lives of patients with condi- 
tions formerly beyond the control of even 
the most skilled physician and surgeon. 
The discovery of aseptic technics, safe 
anesthesia, diagnostic and_ therapeutic 
x-rays, antibiotics, and fluid and electro- 
lyte replacement technics all combined 
to permit control of disease, injury, ma- 
lignancy, congenital faults, and even the 
processes of age with a degree of success 
hardly dreamed of twenty years ago. 
Despite the truly amazing improve- 
ments in preventive and corrective medi- 
cine and surgery, the effects of develop- 
mental faults, trauma, aging, and of 
many diseases are not always completely 
reversible. Many of these leave scars 
that alter the capacity to live acceptably 
with the fortunate normal, or even to be 
self-dependent in meeting the simple de- 
mands of everyday living. Fantastic as 
it may sound, our increasing ability to 
save and prolong life has created a de- 
mand for a type of after-care never be- 
fore needed, after-care that is far differ- 
ent than that usually required by the 
average patient with his average medi- 
cal, social, and vocational problems. 
World War II, and the extensive epi- 
demics of poliomyelitis during that pe- 
riod and later, are examples of disasters 
that created problems of after-care 
which demanded the development of 
scientific processes of rehabilitation. 


The Rehabilitation Center 


I don’t know when the word “reha- 
bilitation’” was put into a medical dic- 
tionary. It certainly is not a new word 
in medicine, but prior to World War II 


TOMORROW’S PHYSIATRIST — BENNETT 
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it was used most frequently as the short- 
ened form of “vocational rehabilitation” 
to describe the efforts to restore the 
chronic physically handicapped to a re- 
munerative occupation. During this war 
its meaning was expanded to include the 
combined efforts of many skills, includ- 
ing those of the physician and surgeon, 
to achieve for the handicapped full phy- 
sical, mental, social, vocational, as well 
as economic usefulness. It was soon real- 
ized that such an endeavor required the 
integrated efforts of at least five differ- 
ent fields: medicine, psychology, social 
service, education, and, finally, job 
placement. Development of rehabilita- 
tion centers was the next logical step. 
Rehabilitation centers were in existence 
long before this period, but they were 
organized and directed along the lines 
of the vocational trade school or the 
curative workshop. 


For the most part, the rehabilitation 
centers that were first developed in our 
present era were designed and _ utilized 
primarily for patients with handicaps, 
usually of a physical nature, that could 
not be further improved by definitive 
medical and surgical care, and for those 
patients who could not become self- 
dependent through their own resources 
because of their handicap. 


To further clarify this statement, we 
must define definitive medical or surgical 
care as that which rightfully focuses its 
attention on the disease entity and _ is 
concerned with the patient as an individ- 
ual only as this influences his recovery 
from the disease itself. In a great major- 
ity of problems faced by the physician 
and surgeon, this is all that is necessary. 
Rehabilitation would then focus its at- 
tention only on the individual whose 
future is modified by disability over 
which definitive care has no further con- 
trol. The rehabilitation center, as it was 
originally visualized, would attempt 
through its multiple disciplines to intelli- 
gently adapt the disabled individual to 
a more normal environment or to mod- 
ify the individual’s environment in a 
way that it complemented rather than 
imposed on a normal community. A 
physician interested, trained, and experi- 
enced in all phases of chronic handicap 
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was needed to direct the over-all pro- 
gram for the simple reason that this cen- 
ter would be primarily concerned with 
severely handicapped individuals whose 
mental or physical condition might de- 
teriorate under the stresses imposed on 
them in the attempt to recover satisfac- 
tory functional capacity. It was obvious 
that only the physician could be ex- 
pected to know the natural history of the 
disease entities with which the center 
dealt and to envision the effect on the 
patients of the stresses of increasing ac- 
tivity and aging. 

It was also perfectly logical for many 
physiatrists to become interested in re- 
habilitation and in the development of 
rehabilitation centers. From then 
physical medicine and _ rehabilitation 
grew up together, each contributing to 
the advancement of the other. The pat- 
tern of the expanded specialty of physi- 
cal medicine and rehabilitation became 
far more interesting and dynamic. But 
rehabilitation did not confine itself to 
the care of chronic physical disability. 
Its technics and its facilities were soon 
extended to the convalescent care of con- 
ditions capable of causing severe and 
chronic disability so that the degree of 
disability might be minimized and the 
long period of convalescence utilized to 
the patient’s greatest advantage. This 
change took place for the very simple 
reason that physicians learned to recog- 
nize those conditions most likely to result 
in severe handicap, and experience with 
the end results of these conditions led to 
an appreciation of the possibilities of 
preventing or minimizing certain aspects 
of chronic disability by specific convales- 
cent care. They recognized that the by- 
products of disuse and inactivity in 
diseases requiring long convalescence 
could be just as chronically disabling as 
the disease entity itself, but could be pre- 
vented or minimized by proper care dur- 
ing convalescence. They soon realized 
that all the disciplines needed to ade- 
quately care for the end results of physi- 
cal disability could be of greater value 
if they were initiated during the period 
of convalescence. 


on, 


At this point, the whole field of re- 


habilitation underwent a sudden and 
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dramatic change. If a rehabilitation cen- 
ter could become a convalescent 
center, then it certainly must be true that 
a convalescent center could become a 
rehabilitation center. In the minds of 
many, rehabilitation became synonymous 
with convalescence and even synonymous 
with recovery. Nurses carrying out basic 
orthopedic principles of care became 
rehabilitation nurses, therapists teaching 
the activities of daily living to their pa- 
tients became rehabilitation therapists; 
even physicians and surgeons, practicing 
well within the confines of their special- 
ties, thought of themselves as majoring 
in rehabilitation. Rehabilitation became 
a very popular word indeed, and at times 
it is difficult to know where definitive 
care ends and where rehabilitation be- 
gins. We are still in this phase of 
confusion, 

Now the physiatrist finds himself again 
in much the same position as he had 
been before the rehabilitation era. In 
many, perhaps most, rehabilitation cen- 
ters the physiatrist has been given both 
administrative and medical responsibili- 
ties. This phase of his practice is im- 
portant, it is interesting, it offers reason- 
able financial remuneration, and it will 
doubtless play a large role in the devel- 
opment of tomorrow’s physiatrist. De- 
spite this, I cannot visualize our specialty 
prospering or even surviving at this level 
any more than it could have prospered 
and survived at the level of physical 
medicine practice as previously discussed. 
That this is so must be evident to all of 
us if we recognize that the concept of 
rehabilitation is rapidly being accepted 
as an essential part of the philosophy of 
all medical practice. The technics and 
devices of rehabilitation medicine are 
also rapidly developing to a high degree, 
and trained personnel are available even 
though not in numbers sufficient to fill 
all of the needs. Perhaps most important 
of all, the physician or surgeon who has 
the responsibility for the patient’s over- 
all care has become interested in and is 
being taught to write the prescription 
for total rehabilitation. 


“Third Phase” of Physical Medicine 


also 


Fortunately, the specialty of physical 
medicine is well started on what might 
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be thought of as its third phase of devel- 
opment. This third phase is based on 
two essential changes in what is now 
called the practice of physical medicine 
and rehabilitation. These changes may 
be simply stated. First, the physiatrist 
is reclaiming his rights and responsibili- 
ties as a physician. He is now desirous, 
and is rapidly developing the capability, 
of handling all the usual medical prob- 
lems inherent in those conditions that he 
treats, and is not limiting his medical 
practice to the prescription of physical 
agents and the supervision of technical 
specialties. Second, the physiatrist is 
finally being accepted by his medical 
colleagues as a specialist in those diseases 
that commonly result in physical disabil- 
ity and can be modified by the tools of 
physical medicine and the proper utiliza- 
tion of the paramedical disciplines. 

What little recognition he has gained 
in this third phase has been hard won. 
Further recognition will be even harder 
because it will come only with his devel- 
oping competency through extensive 
training and experience in the total care 
of these diseases. This we must accept as 
the real challenge to our residency pro- 
grams today. It would be much easier 
for all of us to remain the so-called ex- 
perts in the use of those physical agents 
assigned to our field, and to continue to 
supervise the use of these tools so that 
other doctors’ patients are assured of 
receiving adequate care in the physical 
medicine departments or in the rehabili- 
tation centers. As such, we may be a 
threat to certain paramedical groups, but 
certainly we would not be looking to our 
own future as physicians, nor to the fu- 
ture of our specialty. 


Today’s Physiatrist 


Many physiatrists have rebelled at 
past and present limitations of their 
practice. This is particularly true of the 
young, well-trained men who, because 
they are well trained, want to claim the 
right to treat patients of their own in the 
manner that their training, interest, and 
experience tell them is needed for op- 
timum recovery. We have attracted 
many such men into our field. They 
have no desire to be specialists only in 
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electronic apparatus or only in the ad- 
ministration of physical medicine de- 
partments or rehabilitation centers. Pri- 
marily, they are physicians. As physi- 
cians, they have a particular interest in 
the care of patients with those physical 
disabilities that can be best cared for 
through the tools and technics of physical 
medicine and the proper utilization of 
paramedical disciplines. I feel that much 
of the insecurity that I hear voiced by 
the physiatrist (both young and old) is 
due to his realization that he has not 
been adequately trained to handle the 
specific diseases that he treats most; or 
he may feel that he is capable but is de- 
nied the opportunity of such responsibil- 
ity in his own practice. To some degree, 
he resents that he must depend on the 
direction of other specialists for the care 
of all but that component of the patient’s 
illness that might respond to his prescrip- 
tion of physical medicine. He is fre- 
quently frustrated in his role of acting 
as the collector of information gained 
through the skills of other medical and 
paramedical disciplines without being 
able to contribute personally by any 
unique and hard-won skill. He is dis- 
turbed by the fact that many clinical 
and teaching programs in “rehabilita- 
tion” are directed by specialists in pre- 
ventive medicine, pediatrics, orthopedics, 
neurology, or public health, with little or 
no training in his specialty of physical 
medicine and rehabilitation. 


Tomorrow’s Physiatrist 


All of these reactions are healthy be- 
cause they will eventually result in the 
development of a well-rounded and dy- 
namic specialty of physical medicine in 
which men of the highest caliber will 
further explore and utilize the potentials 
of physical and rehabilitation medicine 
through their primary interest and train- 
ing in diseases that affect motor ability. 
These physiatrists will be particularly in- 
terested in such conditions as the pri- 
mary diseases of muscle, diseases of both 
sensory and motor pathways as _ they 
affect motor ability, and the diseases of 
the musculoskeletal system. Because of 
the demands of these diseases, these men 
will continue their particular interests in 
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kinesiology, and in the tools, methods, 
and devices of physical medicine re- 
quired to prevent physical limitation 
through control of disease as well as to 
restore practical physical activity despite 
irreversible disease. 

Because of the very nature of the 
diseases that he cares for, tomorrow’s 
physiatrist will be thoroughly oriented in 
the concept of total rehabilitation. How- 
ever, he will not think of himself as spe- 
cializing in “total rehabilitation,’ but in 
the over-all care of a well-defined group 
of diseases that primarily affect the neuro- 
muscular and musculoskeletal systems. 
For adequate care of many of his pa- 
tients with these diseases, he will need 
the advice and skill of other medical and 
surgical specialists. For his patients who 
need more than definitive medical and 


Mar., 1960 


surgical care, he will utilize the skills of 
many paramedical disciplines. He will 
have the ability to interpret, correlate, 
and utilize test data from these disci- 
plines much as any physician or surgeon, 
regardless of specialty, now utilizes data 
received from the x-ray department or 
the clinical laboratory. In essence, the 
physiatrist of tomorrow will be a physi- 
cian with specialized interest and train- 
ing capable of anticipating, recognizing, 
and handling the problems inherent in 
the care of those diseases with which the 
field of physical medicine is most 
concerned. 
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@ The development of human speech and language 
depends on a complex interaction between the individ- 
val and his environment. Basic to this development is 
an adequately functioning organism, variations in which 
can lead to delayed or deviant development. Psycho- 
logical factors play an important part in determining 
how influential such variations will be. The general 
ability level of a person in such areas as intelligence 
affects his speech and language. Motivation is im- 
portant for without it, inherent speech and language 
potentials may not be realized. The general adjustment 
pattern of the child is very influential. Speech and 
language represent significant facets of a child’s self 
realization and of his relationship pattern to his social 
environment and are related to his total development in 
these areas. The results of psychological trauma on 
speech and language development emphasize the im- 
portance of psychological factors. Psychological influ- 
ence is evident in all phases of language development 
ranging from effects on specific sound production 
through effects on the total language pattern. 

A consideration of the psychological 
aspects of the development of speech 
and language may quite properly begin 
with the recognition of the fact that the 
two terms, “speech” and “language,” 
are not conterminous. “Language” is 
generally assumed to be the more in- 
clusive term and may be defined as in- 
cluding any form of intercommunicative 
behavior. “Speech,” on the other hand, 
is included in the definition of language. 
Speech is the audible aspect of language, 
that which we hear ourselves say, that 
which others hear us say, and that which 
we hear others say. 

One problem that becomes apparent 
immediately in considering the psycho- 
logical aspects of the development of 
speech and language is that the psycho- 
logical cannot be neatly dissected out 
from the “nonpsychological” as a surgeon 
might dissect out the cartilages of the 
larynx. Speech and language develop- 
ment involve a complex interaction be- 
tween a functioning organism and its 
environment. There is a constant inter- 
play between various parts of the organ- 
ism and between the whole organism and 
the environment. Exactly how these 
various factors may relate to one another 
may be somewhat difficult to determine 
at times. The child who is born with a 
cleft palate is a case in point. Although 
there is some relationship between the 
type of speech such a child will produce 


and the type and extent of the cleft, 
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there is not, at least according to some 
investigators, a complete one-to-one rela- 
tionship. Other factors, such as the 
intelligence of the child, may have a 
marked influence.! 


Development of 
Speech and Language 


Just when psychological factors may 
enter into speech and language develop- 
ment depends on one’s point of view 
about when speech and language begin 
to develop. According to one point of 
view, the early activities of the child, 
involving primarily crying and beginning 
with the birth cry, are prelinguistic activi- 
ties but are bases on which language is 
built. According to another point of view, 
beginnings of language are related to the 
babbling period which follows early 
crying. During babbling, there is a 
modification of the outgoing breath 
stream at the larynx into sound patterns 
which are later modulated and refined 
and which, according to this point of 
view, form the bases of sound produc- 
tion. If one assumes that early crying 
represents a part of the pattern of the 
development of speech and language, 
one is again confronted with different 
interpretations. According to such writers 
as Preyer,? “The first cry is purely 
reflexive, like the croaking of a decapi- 
tated frog when the skin of his back is 
stroked. The cry is not heard by the 
newly-born himself and has not the least 
value as language. It is on the par with 
the squeaking of a pig just born, the 
bleating of a new born lamb and the 
peeping of a chicken that is just breaking 
through its shell.” Even granting that it 
may be very difficult for us to know what 
the squeaking, the bleating, or the peep- 
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ing mean to the pig, the lamb, or the 
chick, it seems fair to assume that such 
an interpretation would not include 
much of the psychological. On the other 
hand, such authors as Blanton® feel that 
the birth cry is “an expression of its (the 
child’s) overwhelming sense of inferiority 
on thus suddenly becoming confronted by 
a reality, without ever having had to deal 
with its problems.” 

Some of these differences in point of 
view about the child crying seem to 
relate to an interpretation of what speech 
and language are. If one places the 
stress on sounds as such, one may assume 
one point of view. On the other hand, 
if one recognizes that the sounds and 
symbols involved in speech and language 
are part of and manifestations of a total 
communication process, then the inter- 
pretation may be different. The child 
seems to use crying as a form of com- 
munication and his crying does, in fact, 
represent his early vocal relating to his 
environment. Some psychological factors 
related to crying have been clearly 
demonstrated in the studies of Aldrich* 
at the Mayo Clinic. New babies in the 
nursery at Mayo’s seemed to cry more 
than babies who were released to go 
home. Various types of cries, including 
those indicating discomfort, hunger, and 
“distress” seemed evident. These babies 
seemed more secure when they heard 
voices in conversation, felt the touch of a 
blanket, and recognized that a person 
answered when their cry was just a 
“distress” signal and not a sign of physi- 
cal needs. By using extra nurses who 
introduced more vocalization into the 
child’s environment, answered the child’s 
“distress” signals and so on, the amount 
of crying was reduced, on the average, 
from somewhat over 113 minutes a day 
to 55 minutes. 

Myklebust® presents one framework for 
the consideration of psychological factors 
in relation to speech and language de- 
velopment. He indicates that three basic 
psychological processes must be intact if 
the child is to develop language. These 
are identification, which involves the 
child’s feeling that he wants to be like 
the talking human being; internalization, 
which is the process of relating symbol 
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and experience; and assimilation, which 
develops as there is a greater need to 
share experience and as the ability for 
abstraction and generalization increases. 


“Mothering” 


The influence of what may be broadly 
termed “mothering,” which certainly in- 
cludes many psychological factors, on the 
child’s speech and language development 
and, more basically perhaps, on his total 
development, has been observed in studies 
by a number of persons. Pease® sum- 
marizes some findings from these studies 
and from particular research done at 
Iowa State College in saying, “that there 
is some significant relationship between 
the development of the infant and the 
nature of the early mothering experiences 
would not appear to be open to serious 
question.” After her study of 600 infants 
in three different maternity hospitals in 
New York City, Ribble? concludes that 
‘mothering’ a new-born baby helps him 
to breathe by bringing into action certain 
nervous reflexes which insure proper and 
necessary respiration. .. . Good breathing 
determines smooth speech development 
and is, throughout life, closely related 
to both physical and mental health.” 
McCarthy® stresses the same point in 
saying, “If the ministrations to the child 
are given by a smiling and affectionate 
mother or mother substitute who has 
good relationships with her child, he 
develops linguistically more normally 
than when the physical care is given him 
impersonally as a duty by a disinterested 
person.” Studies have shown that young 
children separated from their family and 
raised in institutions are seriously re- 
tarded in all aspects of their development. 
Mothering care from attendants or others 
improves their motor development but 
their language development shows the 
least improvement and tends to show 
more or less permanent impairment.*! 
Severely neglected children and those 
whose attachments to adults are inter- 
rupted and infrequent are slow in learn- 
ing to speak and they remain retarded 
in speech throughout their Or- 
phanage children at the preschool level 
are retarded in vocabulary and in other 
aspects of their language development. 
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An interesting illustration of the in- 
fluence of the mother on her children is 
evidenced in the difference between only 
children brought up in their own home 
and multiple-birth children.’*!° Only 
children, particularly only girls, are the 
most accelerated in language develop- 
ment and seem rarely to appear in clinics 
which offer help to those who have 
problems in speech and reading. Multiple- 
birth children, such as twins, triplets, and 
the famous Dionne quintuplets, who must 
always share their mother from earliest 
infancy, show retardation in language 
development. The degree of such re- 
tardation seems to vary directly with 
the number of the same age children 
involved. 


Environment in General 


Not only the mother herself but the 
whole home pattern has a significant 
impact on the child’s speech and lan- 
guage development. Homes set varying 
standards for the children in them, 
standards which no doubt frequently 
reflect broader patterns of emotions and 
adjustments in the parents themselves. 
Van Riper’® gives a vivid illustration of 
this in saying that in one home, a child’s 
reaching for a glass of water may be 
accepted; in another, a response may be 
given to the child saying “wa wa”; a 
third may require the word “water” ; and 
yet another may insist on such an ad- 
vanced level of language expression as 
“may I have a drink?” These emotionally 
influenced standards can quite obviously 
have a great influence on the level of 
achievement which is set for a child, the 
verbal stimulation which he receives from 
his environment, and the success or 
failure which he achieves in attempting 
verbalization. Van Riper feels that, bar- 
ring organic deficiency, the language of 
a child is the product of his immediate 
environment and that the members of 
his home and his companions set the 
tone for the caliber of speech that is 
“natural” for the child. McCarthy’? 
believes that “It is also becoming evident 
that the emotional climate prevailing in 
the home provides experiences which 
have important influence not only on the 
child’s personality adjustment, but also 


on his language development. . . . The 
home atmosphere as determined by the 
personality of the parents seems to be the 
most important single factor influencing 
the child’s acquisition of language.” 
Pease® contends that, as the child de- 
velops, his growth in language continues 
to be, in large measure, a response to the 
kind of interpersonal climate around 
him. Freedom and spontaneity in talk 
are more likely to exist if he meets with 
flexibility and encouragement in _ his 
early experimenting and exploring, and 
unevenness and distortion are more 
likely to appear if he encounters rejection 
or exacting pressures from people sig- 
nificant to him. Specific speech or 
language variations seem to have sig- 
nificant relationships to emotional factors 
in the home. The overprotected child 
tends to stay at the level of infantile 
language and may later show up with 
such variations as lisping and baby talk. 
The mothers of stutterers seem, from 
some studies that have been made of 
them, to be overprotective, tense, pessi- 
mistic, and high in the speech require- 
ments they make of jtheir children.1* 

An extreme illustration of the impact 
of psychological factors is shown in 
some forms of mutism. As Adams and 
Glasner’ point out, there are a number 
of children who hear and understand, 
show no clinical evidence of organic 
involvement, yet do not speak and who 
are most resistant to intensive speech 
therapy. These children may have what 
is called “elective mutism.” It is clear 
that these children are severely disturbed 
emotionally. It would seem that they 
have developed a defense mechanism as 
a means of avoiding a difficult and 
threatening environment. They erect a 
barrier between themselves the 
threatening world. “This mechanism 
was most impressive when, in joy or 
excitement, a child would suddenly break 
through and verbally express a short clear 
sentence when otherwise sign language 
was substituted for speech.” 


Hearing Loss 


Speech and language development 
quite obviously relate to adequacy of 
hearing. Although the hearing loss does, 
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in most cases, have an organic cause, 
psychological factors may be important. 
The child may be frustrated in his total 
attempt to relate to his social environ- 
ment and may, as a part of this, with- 
draw or become unduly aggressive in his 
relationship with it. Either approach can 
markedly influence his speech and lan- 
guage development. 

Just the fact that he cannot hear 
sounds excludes the child from the 
normal auditory contacts with his social 
environment which are basic to his 
speech development. This pattern can 
be accentuated if parents are overprotec- 
tive of the child and will not, for 
example, accept and admit the handicap 
he has. This may lead them, because 
of emotional factors, to even resist having 
the child’s hearing thoroughly analyzed 
by specialized medical personnel and 
may, in some cases, lead them to be 
emotionally upset over and even to resist 
having their child wear a hearing aid, an 
aid which would most certainly tend to 
make the child’s language development 
and use more normal. Here again, the 


psychological impact on the child’s speech 
and language development may be, al- 
though in some cases it is indirect, very 
great. 


Intelligence 

As Eisenson* and others have pointed 
out, there is little doubt that intelligence 
relates to better control and development 
of language although the exact relation- 
ship may be somewhat obscured because 
of the large part language plays in tests 
of intelligence. Mentally deficient chil- 
dren do talk later than normal children. 
However, even in this seemingly more 
obvious relationship between a_psycho- 
logical factor and speech and language 
development, complicating factors can 
enter in. The reports of parents of dull 
children seem to have a tendency to 
exaggerate the accomplishments of these 
youngsters when they were small and 
the total emotional pattern of some 
parents in relation to their children’s 
intelligence can greatly influence how 
the children’s speech and language will 
develop. A dull child who is pushed too 
hard can withdraw and, therefore, not 
accomplish even at his somewhat lower 
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speaking and language level of ability. 
Bright children, too, can be pushed too 
hard because the parents are trying to 
accentuate their child’s superiority. This 
may lead to abnormal speech character- 
istics such as stuttering. Fundamentally, 
however, studies that have been made of 
the area tend to support the idea that 
intelligence does correlate quite closely 
with language development. 

Organic Defects 

The significance of psychological 
factors in relation to speech and language 
can be further complicated when organic 
factors are involved. There is, first of 
all, the matter of tracing the etiological 
relationship between the organic devia- 
tion and the speech or language product. 
This was well illustrated in the case 
reported some years ago by Goldstein?! 
of the man who, at middle age, had his 
tongue exterpated flush with the cornu 
of the hyoid bone. Organically speaking, 
this man certainly had every reason to 
have a permanent loss of speech. Yet, on 
his own and without professional help, 
the St. Louis plumber developed _per- 
fectly intelligible speech. Two persons 
with the same amount of malocclusion 
may show markedly different speech 
products, the one having severe articula- 
tion problems while the other has normal 
speech. As Spriestersbach?? indicates, 
seemingly organic articulatory problems 
may be an expression of maladjustment. 
He believes that the dicotomy between 
so-called “organic” and “functional” de- 
fects of speech is in many ways false. 
The psychological reaction to a child 
who has organically based speech prob- 
lems can be very influential in determin- 
ing whether or not he will reach his 
maximum development. Hannigan** em- 
phasizes this in her consideration of 
language and behavior problems of the 
“Rh Aphasic” child. As she indicates, 
adults and peers in the environment of 
such a child must be accepting of his 
level of development and yet must be 
supportively motivating to move the child 
toward his best efforts. 

A special type of impact of psycho- 
logical factors is considered by Morley*4 
in her discussion of the child with cleft 
palate speech. As she points out, this 
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child may be unaware, during the early 
years of his development, and _ possibly 
even up to the age of seven or eight 
years, that his speech is different from 
that of others around him. However, 
when such a child finally discovers that he 
cannot communicate with others in his 
environment, particularly others outside 
his home, he is likely to become frustrated 
and bewildered. This may cause him to 
withdraw from normal contacts with 
people and to avoid speech, thus hinder- 
ing the normal practice and progress he 
might make. In other cases, his speech 
may become aggressive and he may 
attack his environment through such 
characteristics as forceable use of the 
glottal stop. 


Serious illness, particularly if it is pro- 
longed, may have a marked effect on 
the child’s total speech and language 
development. It may cut him off from 
the normal social contacts at crucial 
times in his developmental pattern and 
may, thus, delay his speech and language 
progress. Such illness may change the 
whole pattern of parental attitudes to- 
ward the child. Overprotectiveness may 
be increased, solicitude may become even 
greater. The parents, and in some cases 
subsequently the child, may develop a 
somewhat permanent pattern of being 
“not well” or “not strong,” a pattern 
which can influence speech and language 
development directly in relation to the 
amount of adventuresome effort the 
person puts into his own speech and 
language growth. Because of his con- 
tinued attitude of sickness or weakness, 
he may be restricted in or may himself 
restrict the kinds of social and interper- 
sonal contacts which would be positively 
influential and valuable in developing his 
speech and language. 


Brown?’ stresses significant psycho- 
logical factors in relation to all persons 
who are physically handicapped. In 
dealing with any physically handicapped 
person, many people make the mistake 
of concentrating on the difference, the 
physical defect. They think of the child 
as a cleft palate girl, a cerebral-palsied 
boy or, in some instances, as a club-footed 
or blind or deaf or one-armed child. The 
child with all his longings, loves, hates, 


and talents is lost. His problem may be 
considered as being “organic” and the 
importance of the way he feels about his 
physical difference may be overlooked. 
Also important is what he thinks others 
are thinking about his difference. Many 
children with cleft palate, for example, 
make slow progress because they are not 
willing to talk to strangers or to talk in 
school since they feel the listeners do not 
like the way they talk. The best surgical 
treatment cannot alone give such a child 
good speech if he is painfully embarrassed 
when he talks to others. 

Strange as it may seem, the child who 
is less severely handicapped organically 
may at times have somewhat greater 
psychological problems in relation to 
language and speech than those who are 
more severely involved. With a severe 
organic handicap present and evident, 
the social environment may make many 
concessions to this child and may not 
set up levels of expectancy or patterns of 
criticism which are frustrating and de- 
feating. However, if the child is only 
mildly involved organically, the environ- 
ment may make too great demands on 
him, not responding to or understanding 
the limits which his handicap imposes 
on him. This may cause dissatisfaction 
with and some rejection of what he does 
and may build frustrations in him which 
increase the difficulty for him to reach 
his maximum performance in many areas, 
including his maximum performance in 
speech and language. 


Socioeconomic Status 
and Other Factors 


Recent consideration has tended to 
emphasize, or at least call attention to, 
psychological facets of certain factors in 
language development which have, tra- 
ditionally, been interpreted with a differ- 
ent emphasis. One of these is the home 
of low socioeconomic status.*: 27 The 
whole pattern of cultural and linguistic 
functioning in such homes is now being 
given greater prominence. One study, 
for example, of children in lower socio- 
economic homes indicates that they ask 
fewer questions than those in upper 
socioeconomic level homes, hear little 
language in their homes, and do not 
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engage in much two-way conversation 
with significant adults in their home 
either before or after school. ‘Thus, the 
socioeconomic factor in itself may not 
be as casually related to poor speech and 
language as linguistic patterns, patterns 
which are a part of the total psychological 
environment of the home. 

A new look has been taken at the 
bilingual home. All studies of children 
who are exposed to two languages simul- 
taneously in their homes in the preschool 
period show retardation in both lan- 
guages. Recently, more emphasis has 
been placed on the emotional dynamics 
involved in such a situation. The lan- 
guage heard in early infancy has deep 
emotional roots for the child. The 
language relates to his parental culture 
and is one of the major means through 
which the child identifies with his parents 
in his early environment. It may be 
difficult for children to give up these 
emotional ties; the problem is compli- 
cated if they have any guilt feelings 
about using the parental language or if 
they feel that the language of their 
parents is taboo.’ 

Complicating the consideration of 
speech and language development is the 
fact that language disorders, when they 
appear, rarely appear singly or in isola- 
tion. One study’ indicated that three 
fourths of nonreaders who were brought 
to a university clinic also had such prob- 
lems as delayed speech, lisping, stuttering, 
or articulatory defects or had had them. 
A study of dysphemics'? revealed that 
25 per cent of them had reading and 
writing defects or some other type of 
speech defect. 


General Remarks 


Although the major phase of language 
relates to its communicative function and 
its place in relating to other people, what 
one’s language does for the person him- 
self is also extremely important. As 
Sullivan® points out, “So inadequate is 
the structure of our culture to our needs 
that language operations have to pertain 
not only to obtaining what we want but 
also to saving us from experiences, both 
real and imaginary, which we do not 
want. Getting what we want is, generi- 
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cally, securing satisfaction; avoiding what 
we do not want is the preservation of 
our personal security. Most children 
learn language more to preserve security 
than to secure satisfaction. It is an 
inevitable inference from the very nature 
of the culture that high cultural abstrac- 
tions pertain more to the feeling of 
personal security among our fellows than 
they do to our biological satisfaction.” 
Thus, very definite psychological aspects 
are involved in the development of a 
child’s speech and language in relation 
to what it does for him, primarily per- 
haps in relation to establishing or main- 
taining his security. 

Any consideration of the relationship 
of speech and language development to 
some other factor, such as the psycho- 
logical, must take into account problems 
relating to the study of speech and lan- 
guage development itself. Many prob- 
lems still remain in that area. Some of 
these are concisely stated by Templin*® 
who has, over a number of years, care- 
fully investigated language development 
in children. She indicates the still-present 
need for longitudinal studies of language, 
for a more detailed study of the impact 
of the environment on language develop- 
ment in children and of the interrelation- 
ship of language skills. She points out 
that there is still a real and unreached 
goal in the area of the construction of a 
scale of language development. 

Emotional and_ psychological factors 
are made more difficult of analysis be- 
cause they tend to operate in a circular 
fashion. The rejected child tends to feel 
rejected and, feeling rejected, develops 
patterns of behavior, such as patterns of 
speech and language behavior, which are 
inadequate and which may cause him 
to be rejected by even greater numbers 
of persons in more extreme ways. Failure 
builds on failure and frustration builds 
on frustration, just as really as success 
builds on success. 

For each of the psychological factors 
discussed, there may well be some reader 
who is thinking, ‘““Maybe, but I know a 
home in which ————,” or, “I know a 
child who ————.” Such examples stress 
a very important point. The impact of 
psychological patterns on a child’s speech 
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and language development is not a 
simple thing. Seemingly, the influence of 
various factors operate differently on 
different children. Some children, for 
example, who seem to have been rejected 
may nevertheless develop normal speech 
and language patterns. Some may de- 
velop deviations in other areas. Some 
may at least seem to be “completely 
normal.” Very careful analysis is needed 
to understand these differential influ- 
ences. Jn some instances, it seems prac- 
tically impossible. 

A very great deal has been written 
about speech and language development 
in children. This paper can be con- 
sidered, at best, only a brief consideration 
of some of the psychological factors re- 
lated to that development. Its purpose 
has been to give at least some considera- 
tion to certain important areas and to 
indicate directions for further studies and 
research. 
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Clinical Problems in Speech and Language 


Nancy E. Wood, Ph.D. 
Cleveland 


@ Speech pathologists are concerned with the rehabili- 
tation of a wide assortment of problems that impede or 
interrupt communication. Research has shown that 
speech and language disorders occur randomly through- 
out the population without regard for age, sex, race, or 
socioeconomic level. Since speech is a learned function, 
speech disorders, whether congenital or acquired, are 
either symptomatic of another problem or causally con- 
nected with a more basic disorder. For this reason, the 
speech pathologist most often functions as a part of a 
rehabilitation team. Speech disorders cannot be con- 
sidered peripheral problems. Although disorders of 
voice, articulation, stuttering, hearing and aphasia, or 
associated problems of cerebral palsy or cleft palate are 
often brought to the attention of the speech pathologist, 
diagnostic information and suggestions for treatment 
must be available from all other personnel who have 
examined and/or treated the patient. The role of the 
speech pathologist must be removed from demands for 
miracles, for these demands can only result in quackery. 
Speech pathology must remain a scientific investigation 
with practical planning, imaginative procedures and 
hard work. Because of this wide diversification of 
speech and language problems, the aspect of language 
disorders will be emphasized in this report. In general, 
this discussion will be concerned with the rehabilitation 
of language disorders as they occur in both children 
and adults. More specifically, the subject matter will 
be related to aphasia, alexia and agraphia as caused by 
cerebral vascular accidents, brain tumors, or head in- 
juries and congenital aphasia caused by anoxia, febrile 
episodes or birth injury. Clinical definitions of these 
problems, diagnostic needs and therapeutic suggestions 
will be presented. 


In 1931, the White House Conference 
report indicated that an average of 5 per 
cent of the population, or approximately 
two and one-half million people, had 
speech or hearing problems that required 
professional attention. Apparently, these 
problems occur randomly throughout the 
population without regard for age, sex, 
race, or socioeconomic level.! A more 
recent study, completed in 1947, showed 
that more than 10 per cent of the school 
population had speech disorders.” 


Types of Disorders 


Since speech is a learned function, 
speech disorders are either symptomati- 
cally or causally related to more basic 
problems. The speech pathologist may 
be concerned with the examination or 
therapy for individuals with cerebral 
palsy, cleft palate, mental retardation, 
emotional disturbance, cerebral vascular 
accidents, postlaryngectomy, and other 
similar conditions. However, it is im- 
portant to stress that these are causal 
factors and not a classification of the 
communication disorder itself. For ex- 
ample, a child with cerebral palsy may 
have a hearing loss, a voice problem, an 
articulation disorder, a language disorder, 


and he may stutter. Only a differential 
diagnosis of each individual’s communi- 
cation disorder can indicate the types or 
degrees of the problems present. How- 
ever, if we were to segment communica- 
tion problems into general classifications, 
five categories could serve our purpose: 
stuttering and disorders of hearing, 
voice, articulation, and language. 


Hearing Loss. A hearing loss can be 
present at birth since some children are 
born with an impaired auditory system. 
These children do not hear sounds ade- 
quately and the development of language 
or speech is delayed or permanently 
limited. Educational procedures com- 
bine auditory training and speech reading. 
Progress in speech development is directly 
related to the degree of hearing loss 
present. Febrile episodes, encephalitis, 
meningitis, ear infections, and similar 
diseases can also cause a loss of hearing. 
In fact, a hearing loss can occur in any- 
one at any time. Often, it is a gradual 
process, as observed in geriatric popula- 
tions. Regardless of the type of loss, or 
when it occurs, it is important clinically 
to stress that some types of deafness 
cannot benefit from amplification and a 
hearing aid is not always recommended. 
Even if diagnostic evaluation indicates 
that a hearing aid would be beneficial, 
the individual with a_ hearing _ loss, 
whether an adult or a child, must receive 
orientation in the use of a hearing aid 
and educational training in its com- 
pensatory use. 


Medical science has contributed sig- 
nificantly to the prevention of hearing 
loss. Middle ear infections have been 
reduced by large and consistent numbers. 
Factors such as rubella and Rh incom- 
patibility, causally connected with hear- 
ing loss in young children, are also being 
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studied by those concerned with preven- 
tive medicine. 

A child or an adult with a hearing loss 
is first and foremost the responsibility of 
the otologist. The rehabilitation team 
also includes the audiologist, who is 
responsible, usually, for determining the 
degree of existing loss and for recom- 
mending a hearing aid when warranted. 
The audiologist and the speech path- 
ologist are concerned with conserving 
residual hearing and for compensatory 
training of other avenues as 
substitutes for hearing in as many func- 


sense ory 


tions as possible.* 

Voice Problems. Voice problems are 
usually referred to the speech pathologist 
by the laryngologist. They can be divided 
into two major types: those caused by a 
physical disorder, such as vocal nodules 
or surgical removal of the larynx, and 
those where no physical problems can be 
found. such as hysterical aphonia. Some 
voice disorders may represent a combina- 
tion of the two types, particularly those 
associated with voice strain, resulting in 
hoarse, raspy, or strident qualities. Some 


voice problems are associated with par- 


ticular occupations where vocal misuse 
results in a voice disorder.* 

Although less common in children 
than adults, voice disorders are identified 
- frequently enough to suggest that they 
may actually occur in larger numbers of 
young children than clinical evidence 
indicates. It is possible that voice prob- 
lems in young adults might be prevented 
if earlier detection were emphasized.® 

Articulation Disorders. Articulation 
disorders may range from minor symp- 
tomatology of a substitution of one sound 
for another (such as a lisp) to a severely 
distorted and unintelligible speech. Often 
considered uncomplicated, articulation 
disorders are sometimes ignored with the 
supposition that time will climinate the 
problem. Unfortunately, this is seldom 
true. An articulation disorder may be 
symptomatic of a hearing loss, an emo- 
tional disturbance, mental retardation, 
poor motor coordination, environmental 
pressures, poor or insufficient speech pat- 
terns, or even cortical damage. It is 
seldom caused by laziness or stubbornness 
on the part of the child. Superficially, an 
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articulation disorder may appear to be 
rather minor; however, it may be one 
symptom of a more basic and major 
problem.® 

Stuttering. Stuttering has stimulated 
more research than probably any other 
speech disorder. There are many theories 
concerning the causes and treatment of 
stuttering since this problem is sympto- 
matic of a more basic disorder. Classified 
as a rhythm disorder, stuttering can 
range from simple uncomplicated hesi- 
tations in speech to severe spasm con- 
tortions which permit negligible verbal 
communication. The various types of 
treatments used for reduction or elimina- 
tion of these pathological hesitations are 
complex in design and application. One 
basic fact is apparent. Stuttering is not 
a speech problem, but rather a communi- 
cation disorder and therefore indicates a 
disturbance in interpersonal relationships, 
Because of this, symptomatic therapy is 
usually accompanied by a_ psychothera- 
peutic approach.? 

Disorders of hearing, voice, and articu- 
lation, and stuttering are comparatively 
easy to recognize even though the etiology 
may be complex. The symptom of hear- 
ing loss in a child or an adult is a limited 
response to auditory stimuli. Voice prob- 
lems are identified by abnormal voice 
quality or lack of vocalization. The 
symptom of an articulation disorder is 
the omission, substitution, or distortion of 
speech sounds. Stuttering is characterized 
by repetition of speech sounds or spas- 
modic blocking in the production of 
speech. Although there is, generally, 
professional agreement and public sophis- 
tication in recognizing the symptoms of 
these foregoing problems, the symptoms 
of language disorders are not so easily 
identified. 

Language Disorder. The term “lan- 
guage disorder” refers to the inability or 
limited ability of the individual to use 
symbols for communication purposes. 
Symbols are selected arrangements of 
signs, primarily auditory or visual, which 
become meaningful through a process of 
association. A symbol is a word that 
represents or stands for an object, person, 
or thing. These symbols or words are 
articulated through speech in a struc- 
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tured pattern which is dictated by rules 
of grammar and syntax. Similar rules 
govern the letters in the word when it 
is translated to written form and spelling 
is substituted for articulation. 

A language disorder is considered both 
a receptive and an expressive problem. 
The individual with a language disorder 
is usually unable to understand words 
through the auditory sensory channel, 
even though a hearing loss does not 
exist. Concomitantly, speech is limited 
because the motor patterns of articula- 
tion cannot be retained although the 
articulators are not physiologically 
involved.® 

Caused by damage to the cerebral 
cortex or lack of development of the 
association pathways of the brain, lan- 
guage disorders vary in both degree and 
type. Aphasia is a language disorder 
most frequently referred to specialists 
concerned with physical medicine and 
rehabilitation. 

Less than 20 years ago one person 
could have discussed with intelligence 


and authority this entire field of speech 
and language disorders. As the foregoing 
discussion indicates, speech and language 
pathologists are concerned with such a 
wide diversification of problems that this 


is no longer possible. Therefore, the 
following remarks will be limited to a 
discussion of language disorders, more 
specifically aphasia, as it occurs in both 
children and adults. 

Aphasia, or dysphasia, refers to an 
impairment of spoken language either 
in its reception or expression. Aphasia 
in adults usually results from cerebral 
vascular accidents, brain tumors, or 
cerebral injury. Aphasia in children is 
believed to be caused by severe febrile 
episodes, cerebral injury, or lack of de- 
velopment of the brain. Although the 
symptom of aphasia is an inability to 
understand or produce the spoken word, 
the problem cannot be considered one of 
speech production primarily. The prob- 
lem is caused by the inability of the 
individual to receive spoken words be- 
cause of a basic problem in the perception 
of stimuli and classification of symbols. 
The word “dog” may not be understood 
by the individual with aphasia, since the 
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word itself has no perceptual meaning 
and no resulting concept. Although the 
individual may hear the words “cat,” 
“dog,” “house,” “tree,” and so on, the 
ability to associate the name of the ob- 
ject (or symbol) with the actual object 
itself is impaired. Because of this inability 
to comprehend the symbol, the individual 
cannot express himself adequately in 
words. 


The Adult with Aphasia 


During World War II, when many 
young men sustained head injuries, the 
subject of aphasia received increased at- 
tention from both diagnostic and thera- 
peutic standpoints. However, aphasia 
was recognized as a clinical syndrome in 
1861, when Broca read his now-famous 
paper before the Academy of The Society 
of Anthropology, which established the 
loss of speech following pathological 
disturbance of the cortex.™ 

Although aphasia in adults results in 
the loss of speech, the aphasic patient 
often shows evidence of comprehension 
problems, confusion in thought processes, 
or lowered intellectual performance. It is 
necessary to differentiate aphasia from 
comprehension problems caused by men- 
tal deficiency, hearing loss, emotional 
disturbance, blindness, or specific motor 
involvements. This differentiation re- 
quires the combined medical specialties 
of neurology, physical medicine, and 
psychiatry. Rehabilitation services, such 
as occupational, physical, and speech 
therapy, must be available for the patient 
with aphasia. The medical social worker, 
the clinical psychologist, the family physi- 
cian, and the patient’s family are 
necessary and valuable contributors to 
rehabilitation plans. The need for a 
teamwork approach is taken for granted 
by specialists in rehabilitation services, 
but this often dissolves into mere lip 
service without dynamic inneraction of 
group evaluation.!* 

Usually, the aphasic patient is ey- 
amined by several specialists before 
treatment or therapy is begun, and each 
specialist completes his evaluation within 
his particular area of competency. It 
has become apparent through clinical 
study that examination reports have been 
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almost exclusively concerned with the 
patient’s condition immediately follow- 
ing trauma, with little consideration for 
his mental or physical condition previous 
to the trauma, or without realistic regard 
for future limitations. Rehabilitation 
plans are often hampered by reports that 
are incomplete or too complex. For 
example, the neurological report may be 
so terse that it is meaningless to those 
concerned with retraining. Or, the refer- 
ring physician may send a brief letter to 
a speech therapist stating only, “This 
man is aphasic. He needs help.” Con- 
versely, the speech pathologist may in- 
dicate that the patient has dysarthria, 
anomia, agraphia, alexia, acalculia, or 
some similar condition, with such a 
detailed study of the patient’s problem 
in communication that there are no posi- 
tive statements upon which rehabilitation 
plans can be based. 

This lack of pertinent information or 
complex reporting is not peculiar to just 
a few representatives of the rehabilitation 
team. In fact, one of the major problems 
in the rehabilitation of the aphasic adult 
is related to the poor integration of in- 
formation and lack of personalized reha- 
bilitation planning. It is suggested that 
all examination reports, regardless of 
specialty, would be more useful in reha- 
bilitation planning if they were to include 
information concerning the premorbid 
history, the posttraumatic characteristics 
of the patient, and recommendations for 
rehabilitation. 


Premorbid History 


The premorbid history of the patient 
is of extreme importance if rehabilitative 
planning is to be realistic. It is reason- 
able to assume that if a patient were 
unable to perform certain activities prior 
to cerebral damage, he will not be able 
to perform these acts in a posttraumatic 
condition. Often there are complicating 
factors in the history. Where aphasia is 
suspected as a result of cerebral vascular 
accident, a report of diabetes or high 
blood pressure often accompanies the dis- 
order. At times there are indications of 
previous emotional fluctuation, profes- 
sional pressures, vocational dissatisfac- 
tion, or forced competition. Prior to the 
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trauma the patient may have had diff- 
culty making decisions or he may have 
suffered from overwork and fatigue. All 
patients suspected of having aphasia, 
regardless of cause, should be evaluated 
in terms of emotional stability, motiva- 
tion, and adjustment to the problem. 
Their ability to accept the frustrations 
and anxieties which accompany aphasia 
should be realistically appraised. Speech 
and language retraining should not be 
undertaken before answers to the follow- 
ing questions are obtained: (1) Was 
the patient in general good health prior 
to the trauma? (2) Was his level of 
education in keeping with his occupation 
or profession? (3) Was he emotionally 
stable and intellectually adequate? Af- 
firmative answers to these questions 
would permit more direct speech and 
language rehabilitation.1* 


Posttraumatic Characteristics 


The adult with suspected aphasia 
usually shows a reduced ability to re- 
member and limited ability to associate, 
organize, shift attention, or make deci- 
sions. In many cases, there is increased 
irritability, lack of initiative, feelings of 
inadequacy, disinterest, withdrawal from 
society, or distrust. At times the patient 
shows definite changes in personality with 
periodic evidences of anxiety, impulsive- 
ness, confusion, delusions, or childlike 
behavior."' It is important to note that 
these personality characteristics are re- 
lated to the cerebral damage and not to 
the problem of aphasia. If we remember 
that aphasia is primarily a language dis- 
order, rather than a speech problem, it 
is apparent that a certain amount of 
intellectual integration must be present 
before retraining can be successful. 
Specialists concerned with rehabilitation 
must be able to answer such questions 
as these: (1) Does the physical condi- 
tion of the patient permit an intensive 
retraining program without fear of undue 
fatigue or pressure? (2) Is the patient 
motivated to receive help from speech 
and language retraining? . (3) Does the 
patient’s family have an adequate knowl- 
edge and understanding of his problem? 
Negative answers to any of these ques- 
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tions will impede progress in speech and 
language retraining. 


Although each specialist is concerned 
primarily with a particular area of reha- 
bilitation, all areas must be integrated to 
be ,effective. It is, therefore, necessary 
for these specialists to plan concomitantly 
so that the goals are comprehensive and 
immediate. Rehabilitation planning can- 
not permit specialists to sit on academic 
pedestals. Their common aim is toward 
the patient’s comprehension of what is 
expected of him and what he can expect 
of himself. From the therapy standpoint, 
the physical therapist is not concerned 
with muscles alone, nor the occupational 
therapist with vocationally acceptable 
dexterity, nor the speech therapist with 
the forming of words. In fact, some of 
the most practical speech and language 
retraining has been done while the phys- 
ical therapist works with the patient. The 
occupational therapist may successfully 
apply some physical therapy technics to 
obtain the desired results. The speech 
therapist may find occupational projects 
excellent motivation for speech and lan- 
guage retraining. 


The patient’s family must be informed 
of the patient’s limitations so that they 
can realistically plan for the future. Re- 
training plans should be explained and 
suggestions for home training procedures 
should be presented. It is often important 
to explain to the family, as specifically as 
possible, what the patient can do for 
himself so that he does not become de- 
pendent and so that motivation will not 
be repressed. 


Insufficient time is probably the most 
detrimental factor in the planning, staff- 
ing, or interpretation of the problem. 
Nevertheless, lack of time is no excuse 
for negligence or impractical planning. 
So that practical goals can be established 
for each patient, the following questions, 
among others, should be considered: (1) 
What degree of intellectual deterioration 
is present in the patient and what are 
his intellectual limitations? (2) Will 
retraining permit this patient to return 
to his former vocation or must other 
plans be considered? (3) What are the 
permanent limitations of the patient with 
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respect to physical independence, voca- 
tional placement, and communication? 


Limitations of 
Language Retraining 

We must realistically accept the fact 
that many adults with cortical impair- 
ment cannot benefit from speech and 
language rehabilitation services. A_ re- 
cent study of adults referred to the 
Cleveland Hearing and Speech Center 
for speech and language retraining fol- 
lowing cortical damage, revealed that 
almost 30 per cent had multiple prob- 
lems in addition to aphasia, to the extent 
that they were unable to benefit from 
speech and language therapy. In fact, 
use of the term “aphasia” could be 
questioned when applied to these pa- 
tients, because of the multiplicity of 
their problems. Conversely, approxi- 
mately 10 per cent of the patients referred 
were found to recover speech and lan- 
guage almost spontaneously and did not 
require speech and language retraining. 
The majority of the patients did benefit 
proportionately from speech and _lan- 
guage retraining, but this improvement 
in communication was usually commen- 
surate with over-all progress of the 
individual. 

Rehabilitation for an adult with apha- 
sia can be expensive in both time and 
money. Although it is important that 
each patient receive every available 
service from which he can benefit, it is 
equally important that impractical plans 
be avoided. The patient’s family should 
not be drained financially or emotionally 
by unrealistic planning. The patient 
should not be urged to strive for goals 
which he cannot reasonably be expected 
to reach. Therapists should not be ex- 
pected to produce positive results in an 
individual whose condition is irreversible. 
Generalized statements concerning apha- 
sia can never substitute for a comprehen- 
sive and individualized evaluation of the 
patient. However, rehabilitation of adults 
with aphasia can be improved only 
through more realistic recognition of the 
patient’s permanent limitations. 


The Child with Aphasia 


The diagnosis and treatment of aphasia 
in children is a comparatively new area 
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of study and there is still confusion in 
the classification or identification of this 
problem. Although the majority of chil- 
dren with aphasia have psychomotor be- 
havior patterns that are similar to those 
observed in children who show neuro- 
logical evidence of cortical damage, it is 
not always possible to produce this evi- 
dence in children with aphasia. Tests of 
mental abilities indicate that children 
with have normal or near- 
normal intellectual potential, although 
their responses to the test items which 
require integration and comprehension 
of symbols may be disturbed. Hearing 
evaluations that these children 
have auditory patterns which are grossly 
inconsistent so that at one testing session 
they may respond to sound and at 
another they may not. Language evalu- 
ations suggest that children with aphasia 
are confused by auditory and _ visual 
symbols which result in severe learning 
disorders.® 


aphasia 


show 


Some children with aphasia are diag- 
nosed erroneously as mentally retarded, 
emotionally disturbed, or deaf. Although 
the symptoms of aphasia may resemble 
other childhood disorders, aphasia must 
be differentiated from these other dis- 
orders if habilitative planning is to be 
effective. 

Since aphasia is a disturbance in the 
use of symbols for communication, this 
factor differentiates this problem from 
other causes of delayed language develop- 
ment. Aphasia is not an integrated part 
of deafness, emotional disturbance, or 
mental deficiency. Although the deaf 
child does not develop speech normally, 
his lack of speech production is related 
directly to his inability to hear sound. It 
is important to note that deaf children 
may be able to integrate symbols for 
communication in all language functions 
that do not require sound. It is true that 
the mentally deficient child functions at 
a retarded symbolic level, but this is not 
his only area of deficiency. Language of 
the mentally deficient child develops in 
proportion to his mental age, and, 
usually, he functions at approximately 
the same developmental level socially, 
emotionally, and _ intellectually. The 
emotionally disturbed child may not use 
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speech for communication, but his prob- 
lem, like the others discussed here, is not 
causally connected with a disturbance in 
the use of symbols. Therefore, before 
habilitation planning can be effectively 
executed, the child with aphasia must 
be differentiated from other children 
who do not use speech adequately for 
communication. 

As stated previously, aphasia in chil- 
dren is currently believed to be caused 
by damage to or lack of development of 
the brain. Cortical damage can cause 
many types of children’s disorders. Since 
the development of language depends 
upon normally functioning sensory path- 
ways, mental abilities, and psychological 
avenues,® damage to any one or combi- 
nation of these functions can hinder 
language acquisition. Therefore, it is 
important to stress that, although aphasia 
is caused by cortical damage, all cortical 
damage does not result in aphasia. 

The diagnosis of aphasia in children, 
or adults, cannot be made merely because 
all other possible diagnostic classifications 
have been excluded. Stated differently, 
if the diagnostic evaluation indicates that 
a child is not mentally retarded, not deaf, 
and not emotionally disturbed, and if 
other clinical classifications have been 
negated also, it is equally important to 
realize that the problem may not be 
aphasia. The diagnosis of language dis- 
orders is not advanced enough to support 
this process of elimination for there are 
too many causes of delayed speech ac- 
quisition of which we are unaware. 

The rehabilitation of the child with 
aphasia requires an educational approach 
that is designed for this particular 
problem. Other educational processes 
currently used for children with other 
disorders will not produce maximum 
results. For example, the mentally re- 
tarded child, because of the permanent 
nature of his problem, requires drill and 
repetition in order to retain, within his 
limitations, basic educational principles. 
The emotionally disturbed child is usually 
seen in a permissive atmosphere with a 
psychoanalytic orientation. The deaf 
child requires auditory training and 
speech reading with specific educational 
procedures that are designed to help him 
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compensate for his hearing loss. The 
child with aphasia must also have reha- 
bilitative planning that is directed to- 
ward his specific problem. Since he 
has limited ability in the use of symbols, 
the aphasic child must be helped to 
organize incoming stimuli for meaningful 
communication. 

The educational needs of the child 
with aphasia are creating nationwide 
concern among those interested in the 
therapy of children’s disorders. Several 
residential programs with facilities and 
staff for the education of such children 
exist at the present time, but the tuition 
is usually a minimum of $6,000 per year. 
Obviously, these programs are not finan- 
cially possible for families with moderate 
incomes. Nonresidential programs and 
professionally trained language patholo- 
gists are at a minimum. State aid, often 
available to the mentally retarded, blind, 
or deaf child is currently denied the child 
with aphasia. This frequently tempts the 
diagnostician or clinician to emphasize 
the child’s inconsistent auditory responses 
or his confusion in certain intellectual 
performances, so that these children can 
receive educational consideration by be- 
ing accepted for programs designed for 
the deaf child or the mentally retarded 
child. However, refusal to classify the 
problem is no answer for a disorder that 
is recognized with increased accuracy 
and incidence. 


Summary 


Although this discussion has empha- 
sized the language rehabilitation of the 
adult or child with aphasia, much of 
what has been said here can be applied 
to all types of speech and language dis- 


orders. Speech and language therapy 
must be integrated with the total reha- 
bilitation plans for the patient. In order 
to do this, the speech pathologist must 
receive complete and informative reports 
from physicians, psychologists, social 
workers, and others concerned with the 
patient. prior to the speech and language 
evaluation. Some patients cannot benefit 
from speech and language therapy and 
are seen for evaluation only. The prob- 
lem must be differentially evaluated by 
the speech pathologist and only those 
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individuals who give evidence of a 
positive prognosis should be accepted for 
speech and language rehabilitation. 

It should be emphasized that a speech 
pathologist cannot perform miracles, nor 
should he be considered a baby-sitter, a 
classroom teacher, or a kindly next-door 
neighbor. Speech pathology, as a science, 
has recognized contributions and realistic 
limitations. Therefore, speech therapy 
should not be recommended merely be- 
cause it is considered harmless. It is not 
enough for a profession to be innocuous; 
its contribution must be positive. 

By general standards, speech pathology 
is a new area of study and requires con- 
tinued research in terms of causal factors 
and therapeutic procedures. It is appar- 
ent that communication disorders are 
not remedied by time alone and _ the 
incidence of recognized speech and lan- 
guage disorders is increasing. This sug- 
gests that the results of future research 
projects will have wider application to 
the total study of rehabilitation proce- 
dures if there are more opportunities to 
share information. It also suggests that 
increased numbers of speech pathologists 
willbe educated in the future, which 
will require interdiscipline cooperation 
and education. Rehabilitation procedures 
include many widely diversified profes- 
sional disciplines. It is our hope that 
the field of speech pathology will con- 
tribute in the future as effectively and as 
unselfishly to the study of rehabilitation 
as these many other professions have 
contributed in the past. 
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Information relative to securing reprints of this study may be had 
by checking the Reader Service column on page iv of this issue. 


Correction, please — 
The table appearing in the study, Comparative Study of the Efficiency of Short-Wave, 
Microwave and Ultrasonic Diathermy in Heating the Hip Joint (December, 1959; 
p. 512) by Justus F. Lehmann, et al, should read 


Rise of Temperature (°C) in Hip Joint During Application of Diathermy 
Change in Temperature 


Duration of | Number Pre-Treatment Inside Hip Joint 
Treatment of Temperature cat Standard 
Modality Output (Min.) Exposures (Mean) Deviation 


Ultrasound* ....1.5-2.0 w/em? 5 6 39.79 1.43 479 
5 12 39.62 4.01 -660 
39.34 -48 .060 


2.5 w/em? 
3.0 w/em?} 10 


Microwave ..50-80% with C-director 


at 1-2 inch spacing 


39.58 


-10 -088 


...90-110 ma. with drum 
applicator at 1-2 inch 
spacing 


Short wave ... 40.05 .30 -136 


*Radiating surface of applicator: 12.5 cm? 
{Thermistor located inside hip joint capsule on the opposite side from area treated. 


Pardon our error... 


Regarding the Beth Abraham Home at 612 Allerton Avenue, Bronx, N. Y. This 
institution is a voluntary nursing home affiliated with and receiving its major 
philanthropic support from the Federation of Jewish Philanthropies. It has 530 
beds and its rehabilitation service was developed by its director, Doctor Hans J. 
Behrend. 


& 
110 
TEs 


Self-Help Prosthetic Device to Facilitate 
Locking and Unlocking of Long-Leg Braces 


Folke Becker, M.D. 
Dublin, Ga. 


@ The “Boomerang” is a device that might make the 
difference between a patient being able or not being 
able to extend his long-leg braces to the lock position 
without aid. This device is offered on the chief merit 
of overcoming these mechanical disadvantages aside 
from the fact that it facilitates the use of weakened 
upper extremities and reduces overall energy and man 
hour costs. The “Boomerang” is extremely rugged and 
repairs are seldom necessary even after years of con- 
tinuous use. 


A principle which enables the patient 
to lock and unlock his long-leg braces 
with ease and without assistance from 
others is described. It is extremely diffi- 
cult for a patient wearing long-leg braces 
to extend the braces to the knee-lock 
position while seated comfortably. This 
difficulty is even greater where there is 
any degree of spasticity in flexion such 
as seen in paraplegias and hemiplegias. 
Bending forward at the hips in any 
effort to extend the knees greatly in- 
creases the difficulty by putting stretch 
on the hamstring muscles. 

The “Boomerang” leg brace extension 
device has been extensively hospital tested 
and during the past year has been in 
successful daily use at home by several 
paraplegic patients. Using the “Boomer- 
ang’ in any case where the knee is 
mechanically capable of full extension, 
knee locking in extension can be readily 
accomplished by paraplegics in whom 
this act is normally very difficult without 
assistance from another person, or with- 
out sitting precariously on the edge of 
the wheelchair or bed with the heel 
resting on a point of counterpressure 
such as the floor. It is possible with this 
device to produce knee extension while 
also extending the hip rather than bend- 
ing forward to support the leg or apply 
downward pressure. The savings in man 
hours made possible by the “Boomerang” 
amount to at least one-half man hour 
daily per patient. This device has a sec- 
ondary use in permitting patients with 
short leg braces to perform active as- 
sistive exercise of a weak lower extremity. 


Specifications 
The main bar of the “Boomerang” leg 
extension device is made of standard 


Y% inch x 1 inch hot rolled steel, 27 
inches in length (fig. 1). The proximal 
arm, A-B, is 17 inches in length, includ- 
ing the grip. The distal arm of the 
“Boomerang,” B-C, is 10 inches in length. 
To this arm, the double hooks are 
welded. The hooks are ¥ inch x %4 
inch x 5 inches, and of continuous hot 
rolled steel welded solidly to the “Boom- 
erang” at points F and C, as shown in 
figure 1. Distance from B to F is 2 
inches. Double hook at C is flush with 
the end of the “Boomerang.” All hook 
gaps must be 2 inch in width. The 
sides of the hook are 3% inch deep on 
the inside and ¥2 inch deep on the out- 
side. Figure 2 illustrates this point. The 
knee-brace to support the “Boomerang” 
angle against spreading, is of ¥ inch x 
4 inch x 20 inches hot rolled steel and 
firmly welded at points E and D as 


Fig. 2 


Read at the Southeastern Area Conference of 
VA Physical Medicine and Rehabilitation Chiefs and 
Coordinators, Dublin, Ga., November 20-21, 1958. 

Chief, Physical Medicine and Rehabilitation 
Service. 

This material has been reviewed by the Veterans 
Administration and is published with the approval 
of the Chief Medical Director. The statements and 
conclusions of the author are the result of his own 
study and do not necessarily reflect the opinion or 
policy of the Veterans Administration. 
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shown in figure 1. Hooks at F have the 
gaps facing down; those at C have the 
gaps facing upward. The device can be 
applied to any side of either leg brace. 
Bicycle grip is vulcanized or tightly 
wedged to proximal end of main bar. 
The device should be aluminum painted 
or chromed to prevent rusting. Overall 
weight of “Boomerang” is 24% pounds; 
the cost of labor and materials to produce 
the apparatus is $4.17. 


Discussion 


€ 


Figure 3 illustrates the starting posi- 
tion for knee extension. Note that the 
boomerang feature of this device permits 
a great component of pull in the long 
axis of the femur practically throughout 
the extension phase. 

Figure + shows the leg not quite fully 
extended. It is within these last few 
degrees of full extension that devices 
heretofore proposed have fallen short in 
that there has not been sufficient offset 
provided for pull rather than down- 
ward push. The angle at B should be 
130-140 degrees for optimum mechan- 
ical advantage. 

Figure 5 shows the leg fully extended 
and locked. It can readily be seen that 
while comfortably and safely seated the 
patient still has plenty of room. Without 
the boomerang feature (e.g. straight bar ) 
the patient would have to move forward 
in the seat and would have to apply 
all pressure in a downward direction, or 
push, at this phase of the procedure. 

Torque, spring, and tissue yield, would 
add to the difficulty where a straight 
lever is employed in the last few degrees 
of extension. Torque is a negligible factor 
in the use of this device. 


Conclusion. 


The “Boomerang” is presented not 
only as a time-saver, but as a device that 
might make the difference between a 
patient being able or not being able to 
extend his long leg braces to the lock 
position without human aid. No degree 
of upper extremity strength can fully 
overcome the mechanical disadvantages 


Information relative to securing reprints of this study may be had 
by checking the Reader Service column on page iv of this issue. 
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Fig. 5 
of having to lock and unlock the knee 
of long leg braces manually. The “Boom- 
erang” is offered on the chief merit of 
overcoming these mechanical disadvant- 
ages aside from the fact that it does 
facilitate the use of weakened upper 
extremities and reduce overall energy 
and man hour costs. Since the entire 
device constructed of welded, hot rolled 
steel, weighs only 24% pounds, and is 
handled quite easily by the average pa- 
tient having paralyzed or weakened low- 
er extremities, the weight-strength rela- 
tionship should not be changed. Lighter 
materials should not be used if this neces- 
sitates any reduction in strength. The 
“Boomerang,” as described, is extremely 
rugged and repairs are seldom necessary 
even after years of continuous use. 
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New Type Ergograph 


Donald K. Mathews, D.P.E. 
Columbus, Ohio 


Kalman L. Pell 


and 


Norman H. Shoup 


®@ An ergograph built by the Division of Industrial 
Research through cooperation with the Fitness Labora- 
tory in the School of Physical Education at the State 
College of Washington is described and illustrated. 


The ergograph is an extremely useful 
laboratory instrument employed as an 
aid in finding the answers to such ques- 
tions as: (1) effect of various exercise 
intensities and frequencies on muscular 
hypertrophy, (2) bilateral effects of uni- 
lateral exercise, (3) efficiency of isotonic 
and isometric type exercises, and (4) 
circulatory changes accompanying exer- 
cise. 


A variety of ergographs has been 
used in the laboratory since the investi- 
gations of Mosso in the latter part of 
the 1800’s.1 One of the most popular 
kinds today is that built by Kelso and 
Hellebrandt,? similar to the machine first 
constructed by Treves.! This wheel-and- 
axle type instrument used primarily with 
the elbow flexor muscle group has the 
advantage of permitting the application 
of the resistance to remain at a constant 
angle throughout the range of motion. 
A few of the disadvantages are: (1) the 
repetition meter employed in measuring 
the distance the load weight travels fre- 
quently may be inaccurate and for each 
muscular contraction the error becomes 
cumulative, (2) loading this type ergo- 
graph is cumbersome and time consum- 
ing, (3) as the weights are raised on the 
carriage considerable friction may be 
present in the mechanism, and (4) there 
is not an effective means of obtaining a 
graph of the exercise results. 


To circumvent some of these prob- 
lems the following ergograph was built 
by the Division of Industrial Research 
through cooperation with the Fitness 
Laboratory in the School of Physical Ed- 
ucation at the State College of Wash- 
ington. Figure 1 is a line drawing taken 


Pullman, Wash. 
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from an actual photograph of the ergo- 
graph. Figure 2 demonstrates the use of 
the instrument for exercising the elbow 
flexor muscles. 


Weight selection range is 5 to 100 
pounds. With the crank are (D, in fig. 
1) set at an 8-inch radius, the lever 
ratio of this machine is unity. This num- 
ber is the ratio of the pitch radius of the 
pulley to the crank length. The subject 
will then exert a force equal to the load 
on the elevator platform in order to 
raise the weights. If the crank length is 
changed to 16 inches, for example, the 
lever ratio would then become 1:2 and 
the subject would only have to exert 
one-half as much force to overcome the 
same load on the elevator platform. It 
seems logical, from this standpoint at 
least, that researchers, when reporting 
ergographic results, should also indicate 
the lever ratio of their machines. 


The eight guide rollers (FE, fig. 1) 
reduce friction of the moving weight 
carrier. The continuous chart of 
the electric kymograph (F, fig. 1) has 
four speeds: 9.25”/min., 18.25”/min., 
22.75”/min., and 45.25”/min. A 90 de- 
gree rotation of the pulley shaft causes 
a 4.5-inch pen travel, or .347 inches per 
line on the kymograph paper. The ad- 
justable and fixed stops on the pulley 
(H and J, fig. 1) limit motion. 


References 


1. Handbuch der biologischen Arbeitsmeth- 
oden, edited by E. Abderhalden, Berlin, 


Professor and Coordinator of Research, Depart- 
ment of Physical Education, Ohio State University; 
formerly, Department of Physical Education for 
Men, School of Physical Education, State College 
of Washington, Pullman. 

Division of Industrial Research, State College 
of Washington. 

Division of Industrial Research, State College 
of Washington. 

This investigation was supported in part by 
funds provided for biological and medical research 
by the State of Washington Initiative Measure 
No. 171. 


% 
= 


ARCHIVES of PHYSICAL MEDICINE & REHABILITATION 


Fig. 1 — Drawing of ergograph: A, carrier or ele- 
vator platform for weights; B, storage container for 
weights; C, single-groove, 16-inch diameter pulley 
and cable to raise and lower elevator platform; D, 
adjustable crank arm; E, guide rollers; F, kymograph; 
G, drive drum for kymograph; H and I, adjustable 
and fixed stops on pulley. 
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Fig. 2— Position for exercising the elbow flexor 
muscle group. 


Further information concerning construction of 
this machine may be obtained by writing to Head, 
Technical Extension Services, Washington State 
Institute of Technology, State College of Washing- 
ton, Pullman, Wash. 


Information relative to securing reprints of this study may be had 
by checking the Reader Service column on page iv of this issue. 


“We are all of US SO hard Up nowadaus 


that the only pleasant things to pay are 


compliments. They re the only things we 


can Pay. 


© OSCAR WILDE 


— 
H 


+ 


editorial 


What 7s Au Abstract? 


As the Program Committee of the Third International Congress of Physical Medicine 
begins to organize the papers to be offered during the scientific sessions, it appears 
that there will be a varied and interesting program. Electromyography, evaluation 
and treatment of neurological diseases, arthritis and scoliosis, the rehabilitation of 
paraplegic and quadriplegic patients, and the psychological, social and vocational 
problems which always arise in the rehabilitation of the severely handicapped are 
among the topics to be considered. The 3rd International Congress of Physical Medi- 
cine, like the preceding two international congresses, has required that all applicants 
for participation in the scientific sessions prepare and submit abstracts of the material 
which they wish to present. The purpose of this requirement is twofold. The Program 
Committee is aided when setting up the preliminary program by the information ob- 
tained from the abstracts. More important, the registrants at the 3rd International 
Congress, by reading the abstracts, can select the papers which are of the greatest 
interest to them. 


To serve these two purposes the abstract of any article should present in concen- 
trated form the essential information contained in that article. An abstract should 
provide information. A published abstract is credited as is a scientific publication for 
the information which it contains. 


An abstract which is a vague generalization of a problem fails to fulfill its purpose 
of informing the reader concerning the merit of the paper whether published either 
before or after the publication of the paper. An abstract which reviews material pub-— 
lished prior to the research of the author is noncontributory to the needs of its readers. 
Writers of abstracts who are disciples of obscurantism might be suspected either of 
reporting on anticipated research or of writing with nothing to report. In either case, 
the reader does not feel justified in spending time on such a paper. 


This comment was stimulated by the observation of the writer that a certain propor- 
tion of abstracts for previous scientific sessions of the American Congress of Physical 
Medicine and Rehabilitation as well as a number of abstracts presented for the 3rd 
International Congress of Physical Medicine failed to fulfill the purpose of presenting 
concisely the new information which the author will report in his paper before that 
scientific body. As a result, the Program Committee has found itself unable to accept 
certain papers because the generalizations contained were neither new nor contributory - 
and appeared to have nothing to offer to the body of knowledge in our field. Some 
applicants for participation in the scientific sessions will fail to be accepted for the 
program because their abstracts did not indicate the value of their papers. This will 
be unfortunate. However, it is the duty of a Program Committee to select the best 
possible program, avoiding material which is repetitious and noncontributory. An ab- 
stract which does present clearly and succinctly the essential contribution of the results 
and conclusions of its author, is advantageous both to the author and to the readers 
of that abstract. 


— Frederic J. Kottke, M. D. 
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This sy ic abstracting and indexing of selected journals is made possible by a grant from 
the American Rehabilitation Foundation, a subsidiary of the Sister Elizabeth Kenny Qondation. 


PEDIATRICS. Vol. 24, Dec. 1959. 


© Perinatal Asphyxia and Psychologic Signs of Brain Damage in Childhood. 
Frances F. Schacter, and Virginia Apgar. pp. 1016-1025. 


The authors report on the results of a second follow-up study of an unselected sample of in- 
fants born in 1948-1950 who were investigated for the possibility of perinatal complications 
and neonatal anoxia. Children with known brain damage were excluded for this testing done 


in 1957. 


Twenty-three psychological tests and signs were used to evaluate evidence of brain damage 
including the Wechsler Intelligence Scale for Infants, Bender-Gestalt, Sorting test, Goodenough 
1.Q. test, Figure-Ground, Marble board, Rorschach, Critical Flicker Frequency, Fels’ Behavior 
Rating, the child’s mother’s rating, the psychologist’s rating of behavior, and the report card 
from school. 


There was a significant but slight (4.87 IQ points) decrement on the W.I.S.C. correlating 
with poor performance on the Bender-Gestalt, Sorting (especially unusual selections) and a 
lower flicker rate on the Critical Flicker Fusion for children who had histories of obstetrical 
complications, prematurity, resuscitation, or combinations of these. The test results did not 
correlate with determinations of heel blood Oz content shortly after birth, perhaps because of 
technical problems of obtaining or interpreting Oz» content, or perhaps because of factors in 
the testing itself. 


© Transient Synovitis of the Hip Joint in Children. Alexander Spock. pp. 1042-1049. 


Forty-seven patients under the age of 14 who were treated for transient synovitis of the hip 
between 1953 and 1957 were studied by means of throat cultures, blood cultures, lumbar 
punctures, antistreptolysin titers, erythrocyte sedimentation rates, tuberculin tests, height and 
weight determinations, and virus antibodies where these tests were pertinent. 


All patients showed limitation of passive range of motion in the involved hip. Ninety-five 
per cent had pain in the hip, thigh, knee, or a combination of these. It is of great importance 
to note that approximately one in seven of these patients had pain only in the knee, or thigh 
and knee, with no reference to pain in the hip. Local tenderness and swelling were infrequent 
findings. 


Seventy per cent of these patients had acute infections of the upper respiratory tract at or 
within two weeks prior to the time of onset. Coxsackie B virus was implicated in one patient, 
B hemolytic streptococcus in four others. Obesity or “stocky build’ occurred three times as 
frequently among these patients as would be predicted for normals of these ages. 


Allergy and trauma were found not to be more frequent in the histories of the patients than 
in the population at large. 


Of interest to the clinician is the observation that those patients who failed to maintain the 
prescribed bedrest during convalescence continued with symptoms almost twice as long (25 
days average) as the children who were able to remain in bed (13 days average). Use of 
antibiotics did not appear to shorten the duration of hip symptoms. 


This is a study with much useful information, but would have been strengthened had it 
been possible for all subjects studied to have had nose and throat cultures, blood cultures, 
antistreptolysin titers, and viral antibody studies. 


Examination of the urine in pyelonephritis. Rubin, Mitchell I. p. 977. 
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Aspects of bilirubin metabolism — before and after birth. Dancis, Joseph. p. 980. 
Comparative bacteriologic study of urine obtained from children by percutaneous 


suprapubic aspiration of the bladder and by catheter. Pryles, Charles V. p. 983. 


BRAIN. Vol. 82, Part Ill, 1959. 


© Disorders of “Simultaneous Perception” in a Case of Bilateral Occipito-Parietal 
Brain Injury. A. R. Luria. pp. 437-449. 


This is a report of the history and findings on a young man who suffered a bullet wound of 
both occipital lobes and of the splenium of the corpus callosum, or the white matter of both 
occipital lobes. Although he showed left hemiplegia, motor aphasia and complete loss of vision 
early, he subsequently showed good recovery. It is reported that he had complete return of 
language (Russian and Polish), general intelligence and problem-solving ability, and emo- 
tional stability. The patient complained of difficulty in seeing, that objects flashed before his 
eyes which sometimes disappeared, 


There follows a detailed description of neurological, visual and perceptual evaluations. 
The defect in vision appeared only when the visual field contained a number of separate 
elements. There was constriction of the visual fields, especially the left. He could write well 
with either Roman or Cyrillic script when his eyes were closed, but not while looking at the 
page. He had little ability in visual synthesis or spatial orientation. 


Caffeine given “by injection” produced improvement in all areas, starting within 15-20 min- 
utes, reaching maximum at 30-35 minutes, and disappearing within 1-1 hours. 


The author, from the University of Moscow, gives some arguments from these observations 
in support of Pavlovian theory of cortical activity. The detailed description of testing technic 
and findings will be of interest to all those working in rehabilitation of patients with neuro- 
logical diseases. 


© Specific Developmental Disorders of Speech in Childhood. T. T. S. Ingram. 
pp. 450-467. 


Eighty children (58 boys and 22 girls), almost all under five years of age, were examined 
because of retardation in development of specific speech sounds without mental or exper- 
iential retardation as causative factors and with no physical disease as basis. Most of these 
children were from the upper socio-economic class of Edinburgh, Scotland, probably because 
of a social factor of selection and not because this disability occurs more frequently by class. 
Eighteen of the children had one or both parents with a history of similar or related defect. 
Twenty-three of the siblings had similar findings, even though many of the siblings of these 
children were too young to have developed speech. There were abnormal birth histories in 
15 children, and transient neonatal abnormalities were noted in 16 children. The histories of 
motor development were not particularly unusual. Hearing was found to be adequate although 
many of the children had been suspected for deafness prior to this evaluation. 


Examination of the children showed less lateralization of hand and foot use than in unin- 
volved children of the same age group. Intelligence quotients were low average or better in 
78 of the 80, although there was a tendency toward poor performance in subtests of com- 
prehension and vocabulary. Among the older children, half showed reading and writing dis- 
abilities. Approximately half the entire group showed psychiatric symptoms and almost all 
showed deterioration of performance in anxiety-provoking situations. 


The author speculates concerning the relation of this specific developmental disorder and 
other speech problems, including ‘‘congenital aphasia’’ and congenital articulatory apraxia. 
It would have been very helpful to have had information concerning the details of visual 
perceptual and visual performance areas, as well as information on some of the psychological 
tests which tend to demonstrate evidences of organic brain damage in the intellectual areas. 
The syndrome which the author is describing appears to be but one in a sequence of mild 
to more severe organic brain disorders and should lend itself to even more detailed description 
than the present extensive statistical study attempted. 


Observations on the extensor plantar reflex and its relationship to the functions of 
the pyramidal tract. Brain, Russell, and Marcia Wilkinson. p. 297. 


The plantar reflex in man. With special reference to some conditions where the 
extensor response is unexpectedly absent. Landau, William M., and Margaret H. Clare. 
p. 321. 
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Subarachnoid hemorrhage. McKissock, Wylie, and Kenneth W. E. Paine. p. 356. 


Redistribution of blood to the brain due to localized cerebral arterial spasm. 
Potter, John M. p. 367. 


The visual changes in temporal (giant-cell) arteritis. Report of a case with autopsy 
findings. Crompton, M. R. p. 377. 


Pregnancy as a factor influencing relapse in disseminated sclerosis. Huszak, I. 
p. 427. 


+ 
JOURNAL OF PHYSIOLOGY. Vol. 148, Nov. 1959. 


© Intramuscular Propagation of Sensory Impulses. A. S. Paintal. pp. 240-251. 


A technic is described for determining the intramuscular conduction time of impulses traveling 
in afferent fibers from muscle stretch receptors. The method involves stimulation of stretch 
receptors by a brief pull and determination of the length of time from the pull to the ap- 
pearance of the impulse. Pull-impulse latency times varied as the time of a preceding anti- 
dromic stimulus or orthrodromic impulse was altered. From these measurements intramuscular 
condition times were calculated. 


Assuming conduction velocity to be constant from sensory ending to spinal cord, the intra- 
muscular conduction distances of the sensory fibers were also calculated. The position of 
ten stretch receptors in the tenuissimus muscle of the cat was verified by crushing the muscle. 


The determinations of intramuscular conduction times and distances indicate that there is 
probably no propagation of the nerve impulse in the non-myelinated endings of the stretch 
receptors and hence these endings are probably associated with local non-propagated events. 


© Facilitation and Depression of Muscle Stretch Receptors by Repetitive Anti- 
dromic Stimulation, Adrenaline and Asphyxia. A. S. Paintal. pp. 252-266. 


Utilizing the technics described in the foregoing study by Paintal, changes in recovery of 
excitability of the sensory endings of the stretch receptors in the gastrocsoleus muscle of the 
cat were studied under different conditions. 


Following tetanic antidromic stimulation the steady discharges from stretch receptors were 
abolished. This depression was probably due to elevation of the threshold at the first node 
of Ranvier of the efferent fiber and not due to reduced recovery of the endings. This is of 
physiological significance in the case of two endings connected to the same afferent fiber 
since activity in one ending will depress the response of the other. Also, since the effects of 
orthodomic impulses are similar to antidromic discharge, this depression may be a responsible 
component of the “off effect” phenomenon in sensory endings. 


Adrenaline initially enhanced recovery of some endings but eventually always depressed it 
for long periods. This depression was probably secondary to the asphyxia of vasoconstriction 
since asphyxia when produced by the discontinuation of respiration always depressed recovery 
of the endings. 


Peripheral effects of nicotine and acetycholine resembling those of sympathetic 
stimulation. Burn, J. H.; E. H. Leach; M. J. Rand, and J. W. Thompson. p. 332. 


Effect of frequency of electrical stimulation on the concentration of intermediary 
metabolites in mammalian non-myelinated fibers. Greengard, P., and R. W. Straub. 
p. 353. 


The interrelationship of weight change and coronary flow in the isolated perfused 
rabbit heart. Stubbs, J., and W. F. Widdas. p. 403. 


+ 
NEUROLOGY. Vol. 9, Dec. 1959 


© Degenerative Cerebellar Ataxias. Joe R. Brown. pp. 799-805. 


This study reviews the symptoms and signs found in 103 patients with degenerative cerebellar 
ataxia seen at the Mayo Clinic in 1957. The study includes ataxias of genetic origin as well 
as those of uncertain cause. Patients with convincing evidence of specific illnesses are ex- 
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cluded. As far as the age of the patients at the time symptoms were first noted was con- 
cerned, two distinct groups were found. Peak incidences were found in the age group from 
0 to 19 years and 50 to 69 years. In the second group males predominated 2 to 1. The 
duration of the ataxia was up to 41 years with a median of three years for all patients. 


Only 15 per cent of the patients revealed a history of a similar or related condition in other 
members of the family. In most instances the ataxic gait preceded and was more pronounced 
than limb ataxia. The entire group could be classified into three forms of degenerative 
cerebellar ataxia, namely normoreflexic, hyporeflexic and hyperreflexic. The patients with 
normal reflexes had a paucity of other neurologic signs. In the hyporeflexic patients signs 
referable to the spinal cord and peripheral nerves were prominent as was pes cavus and 
scoliosis. In the hyperreflexic form a predominance of pyramidal and extrapyramidal signs 
existed. Cranial nerve and brain stem involvement, as well as mental aberration, was present 
in all three forms with equal frequency. 


© Causes of Polyuria and Polydypsia in Patients with Injuries of the Cervical 
Spinal Cord. Meyer Brown; Stanley Pyzik, and John R. Finkle. pp. 877-882. 


The water metabolism of 59 patients with injuries of the cervical spinal cord were studied 
In all cases at least 6 months had elapsed since the time of injury. Approximately one half 
of the patients had complete interruption of function while in 29 patients the cervical cord 
lesion was incomplete. Fifty-three patients excreted over 3,000 cc. of urine daily and 40 
excreted over 4,000 cc. The authors discuss water metabolism with respect to sweating, 
thirst, the vagus nerve, the relationship of the nervous system to renal function, diabetes 
insipidus, and the relationship of the spinal cord to water metabolism. In addition pitressin, 
given intramuscularly, was found to reduce markedly polyuria and polydypsia. 

The authors conclude that interruption at the cervical cord of neural pathways is respon- 
sible for a diabetes insipidus like syndrome in these patients and that descending impulses 
from the hypothalamus to lower centers of the spinal cord when blocked are important 
in producing diabetes insipidus. 


A case of atonic cerebral diplegia with lissencephaly. Druckman, Ralph; Dora Chao, 
and Ellsworth C. Alvord, Jr. p. 806. 


An evaluation of electroencephalography, cerebral infarction, and ischemia due to 
arteriosclerosis. Birchfield, R. I.; W. T. Wilson, and A. Heyman. p. 859. 


JOURNAL OF APPLIED PHYSIOLOGY. Vol. 14, Nov. 1959. 


© Change in Intravascular Temperature During Heavy Exercise. Brian J. Sproule, 
and Richard J. Archer. pp. 983-984. 


The temperature of the blood in the brachial artery, brachial vein, and femoral vein was 
measured in five healthy men, age 18-27 during and after exercise. The temperatures were 
recorded from especially designed thermistor probes which had been threaded through cathe- 
ters into the blood vessels. The subjects ran for 2.5 minutes at a level approximating that 
previously found to produce maximum oxygen intake. Temperature readings were made at 
one minute intervals during the exercise and also at one-half, 14%2, and 7'% minutes after 
stopping the exercise. 


There was a slight but definite rise in the temperature of the arterial and venous blood dur- 
ing heavy exercise which disappeared in five to seven minutes following cessation of exercise. 
The magnitude of increase averaged 0.49° for the brachial artery and venous blood, and 
0.67° for femoral venous blood. 


These results suggest that the increase in temperature may play a role in causing the right- 
ward shift of the oxygen dissociation curve during heavy exercise over and above that caused 
by pH change. 


© The Effect of Food Deprivation on Treadmill Running in Dogs. D. R. Young. 
pp. 1018-1022. 


Effect of food deprivation on endurance capacity was studied in beagle dogs after three and 
five days of fasting with daily high levels of energy expenditure and after 15 days of fasting 
with low daily levels of energy expenditure. 
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After five days of fasting the maximum work capacity in dogs not given water during work 
was not significantly different than in the control period. However, when the dogs were given 
water during work, the maximum work capacity was 74 per cent greater than in the control 
period. Also, in the fasting dogs given water ad libitum during work, the work respiratory 
quotient, the blood lactate and acetone levels were unchanged. The resting blood glucose 
dropped from 86 mg. per cent during the control period to 69 mg. per cent on the fifth day 
of fasting. The post exercise glucose was 47 mg. per cent during the control period and 64 
mg. per cent after the fifth day of fasting. 


Capacity to do moderate daily work after 15 days fasting was maintained despite a 22 per 
cent weight loss. 


The dog is remarkably resistant to starvation ketoses when given water during work. Fat was 
utilized as a source of energy but apparently sufficient carbohydrate was available for com- 
plete oxidation of fatty acids via the citric acid cycle. Two explanations can be offered to 
explain this increased maximum performance after fasting. It may be simply related to the 
reduced physiologic cost of work associated with changes in body weight or. it may be due 


to a unique permissive effect of inanition, particularly on the ability to mobilize body energy 
reserves. 


Metabolic studies on the perinatal human brain. Himwich, W. A.; H. B. W. Benaron; 
B. E. Tucker; C. Babuna, and M. C. Stripe. p. 873. 


Psychogalvanic response as a pain reaction component. McKenna, A. E. p. 881. 


Maximum oxygen intake in maximum heart rate during strenuous work. Wyndham, 
C. H.; N. B. Strydom; J. S. Maritz; J. F. Morrison; J. Peter, and Z. U. Potgieter. p. 927. 


Polarographic studies of skin oxygen tension following sympathetic denervation. 
Davis, M. T., and N. M. Greene. p. 961. 


Respiratory and cerebral circulatory controls during exercise at .21 and 2.0 
atmospheres inspired pOo. Lambertsen, C. J.; S. G. Owen; H. Wendel; M. W. Stroud; 
A. A. Lurie; W. Lochner, and G. F. Clark. p. 966. 


A modified harvard step for women. Sloan, A. W. p. 985. 


Effect of time after feeding and carbohydrate or water supplement on work in dogs. 
Young, D. R.; A. Iacovino; P. Erve; R. Mosher, and H. Spector. p. 1013. 


A highly sensitive, miniaturized, photoelectric plethysmograph. Rawson, R. O. 


p. 1049. 


JOURNAL OF BONE AND JOINT SURGERY. Vol. 41A, Dec. 1959. 


© A Questionnaire Survey of Juvenile to Young Adult Amputees Who Have Had 
Prostheses Supplied Them Through the University of Illinois Division of Services for 
Crippled Children. Claude N. Lambert, and Jean Sciora. pp. 1437-1454. 


This study is a summary of the findings from 182 questionnaires received from the parents 
of juvenile amputees whose ages ranged from nine months to 20 years at the time of the 
amputation. The children were fitted with the prostheses between 1945 and 1955. Ninety- 
four amputations were due to trauma and 71 were congenital. The remaining amputations 
were for malignancies or disease. 


Definite conclusions could not be made about surgical treatment. However, in the traumatic 
group, the greatest number of revisions were done in children with below-knee amputations. 
This study also indicated that the younger the child, the greater the number of surgical 
revisions. 


Stump care following surgery, such as bandaging to reduce induration and edema, daily 
cleansing with germicidal soap, avoidance of excessive perspiration and the wearing of clean, 
soft stump socks, is highly important. All patients should be given these instructions; how- 
ever, in this study only 75 parents indicated that they had received instructions in stump 
care, which again stresses the importance of ascertaining that patient and parent understand 
instructions. 


Of 65 upper extremity amputees 26 had complaints of pain, skin irritations, or a poor fitting 
prosthesis. Only 32 of these patients wore their prosthesis all day. There was a close cor- 
relation between the length of time the prosthesis was worn daily with the skill the patient 
demonstrated with the prosthesis. Of the 22 congenital amputees, only 7 wore their prostheses 
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all day, and it was apparent that the patients fitted earlier in life were more efficient users 
of their prostheses and consequently wore them for a longer period of time. All of the lower 
extremity amputees except one wore their prostheses all day. 


The fitting of children with upper extremity amputations with a hand terminal device did 
not improve their adjustment to the prosthesis. 


Training for upper extremity prosthesis wear is vitally important and this study shows that 
those patients who received adequate training were more likely to use their prosthesis. 


© Electromyographic Analysis of the Function of the Muscles Acting on the 
Ankle During Weight-Bearing with Special Reference to the Triceps Surae. S. J. 
Houtz, and F. P. Walsh. pp. 1469-1481. 


Muscle action potentials were recorded from the tibialis anterior, extensor digitorum longus, 
medial and lateral heads of the gastrocnemius and soleus; peroneus longus and brevis and 
flexor digitorum longus in 10 young adults while recumbent and erect and during locomotion. 


During relaxed setting there was electrical silence. In the act of standing bursts of action 
potentials were limited to the tibialis anterior and extensors of the toes which support the 
tibia on the tarsus as the subject rises to a standing position. In the majority of electromyo- 
grams, continuous action potentials were observed from the soleus, tibialis posterior, peroneus 
brevis and flexor digitorium longus during standing. There was also periodic bursts from the 
medial gastrocnemius. 


With the knee hyperextended, activity in the gastrocnemius ceased. From this observation it 
was concluded that the gastrocnemius is concerned with alterations in knee position rather 
than ankle function. 


Relaxed standing on an inclined or declined plane of 20 degrees does not influence the 
magnitude of the action potentials in the contracting muscles or change the muscles which 
participate. The body automatically aligns itself to keep the center of gravity over the feet. 


During walking, the gastrocnemius and soleus muscles stabilize the knee and ankle in the 
stance phase while during the swing phase the ankle dorsi flexors act to clear the toes of 
the ground. 


A ten-year analysis of intertrochanteric fractures of the femur. Cleveland, Mather; 
David M. Bosworth; Frederick R. Thompson; Hudson J. Wilson, Jr., and Tadao Ishizuka. 
p. 1399. 


JOURNAL OF PEDIATRICS. Vol. 55 (No. 6), Dec. 1959. 


© Neurological and Intellectual Status of Prematures at Three to Five Years of 
Age. P. A. Harper; L. K. Fischer, and R. V. Rider. pp. 679-690. 


This paper represents the second of a series proposed to follow a group of 500 prematurely- 
born infants over several years of growth and development, comparing them with a match 
group of 500 full-term infants of over 52 pounds birth weight from the same hospital popu- 
lation and socioeconomic groups. The first study which was reported in 1956 covered the 
findings at 40 weeks of age; the present report carries the findings on examination of these 
children at three to five years of age. Statistical tables are given comparing the infants by 
weight groups and by age, showing the neurologic and intellectual status. As at 40 weeks 
of age, the prematurely born infants showed a trend toward lower intellectual ability and 
fewer of the infants were judged to be neurologically normal. The trend was most marked 
in infants whose birth weight was under 1,501 grams and least marked in the group between 
2,001 and 2,500 grams. It is important to note, however, that in spite of this trend, the 
great majority of these prematurely-born infants are within the normal range both neuro- 
logically and intellectually. 


Myocardial infarction in the perinatal period. Richart, R., and K. Benirschke. p. 706. 


A new electrocardiographic observation in cretinism. James, T. N., and C. Y. 
Bowers. p. 727. 


Seasonal distribution of initial appearance of postnatal ossification centers in hand 
and wrist of undernourished children. Dreizen, S.; R. M. Snodgrasse, and T. D. Spies. 
p. 738. 


Evaluation of growth data. Stuart, H. C. p. 803. 
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portrait of washington, d. c. 


Mecca for every visitor is the lofty Washington Monument, started in 1848 and completed 
in 1885. A monument in honor of George Washington was first considered by the Conti- 
nental Congress in 1783. At the time of his death, and during the next three decades, Con- 
gress failed to take definite action on many additional proposals for the erection of a suitable 
memorial. In 1833, the Washington National Monument Society was organized by influential 
citizens of the Capital who were determined to make reparation for the failure of Congress. 
The progress of the Society was at first slow, but by 1847 the sum of $70,000 had been col- 
lected by popular subscription. A design by Robert Mills, well known as an architect, was 
selected but later greatly revised. Congressional authority for the erection of the monument 
was soon granted and on July 4, 1848, the cornerstone was laid with elaborate Masonic 
ceremonies. The same trowel used by Washington at the laying of the cornerstone of the 
Capital in 1793 was employed on this occasion. 


The majestic Washington Monument framed by the famous Japanese cherry trees 


Work progressed favorably until 1854, when the building of the monument became involved 
in a political quarrel of the moment, estranging a large body of citizens and discouraging 
the collection of funds. The unfortunate affair, together with the growing dissension between 
the North and South, caused the monument to stand incomplete at a height of about 153 
feet for almost 25 years. Finally on August 2, 1876, President Grant approved an act enab- 
ling the federal government to take over and complete the erection of the monument. The 
work was resumed in 1880, and the new Maryland marble with which the shaft is faced, was 
secured from the same vein as the original stone used for the lower portion. It came from 
a different strata and has weathered to a slightly different tone. This explains the “ring” 
noticeable on the monolith today. The walls of the memorial reached the height of 500 feet 
on August 9, 1884, and the capstone was set in place on December 6, 1884, marking com- 
pletion of the work. Dedicated on February 21, 1885, the monument was opened to the 
public on October 9, 1888. 


123 


3 

iii 

: 


ARCHIVES of PHYSICAL MEDICINE & REHABILITATION  Mar., 1960 


The White House 


Few visitors to Washington fail to inspect the White House, residence of the men chosen 
by the people to guide the affairs of the Nation. Now rebuilt to last centuries, the building 
retains its original simplicity of appearance and its rich historical association. It was first 
occupied by President and Mrs. John Adams in November 1800. Some of the interior had 
not then been completed and Mrs. Adams used the unfinished East Room to dry the family 
wash. During Jefferson’s administration, the east and west terraces were constructed. Jeffer- 
son practiced democratic simplicity in his social life and it was his custom to open the house 
each morning to all arrivals. When James Madison became president in 1809, his wife, the 
famous Dolly Madison, introduced some of the brilliance and glitter of the old world courts 
into the social life of the White House. 


In 1814 the British captured the city and burned the building in retaliation for the de- 
struction of some public buildings in Canada by American troops. Although only the par- 
tially damaged sandstone walls and the interior brickwork remained when reconstruction was ° 
begun in the spring of 1815, the building was ready for the occupancy of President Monroe 
in December 1817. The south portico, a dominant feature of that side of the house, was 
built in 1824 and five years later the large north portico over the entrance and driveway 


was added. 


Throughout its history the building has kept pace with modern improvements. Spring 
water was piped into the building in 1834 and gas lighting was introduced in 1848. Five 
years later a hot water heating system was installed. During the Johnson administration the 
east terrace was entirely removed and in 1882 the first elevator was put in and a decade 
later, during the term of Benjamin Harrison, the house was first wired for electricity. 


Over the years, piecemeal alterations had weakened many of the old wooden beams and 
interior walls, but not until a thorough examination of the structure was made in 1948 was 
the really alarming condition of the house revealed. Consequently, a Commission on Reno- 
vation of the Executive Mansion was established by an Act of Congress to decide whether 
to erect an entirely new building or preserve as much as possible of the old structure. They 
decided the old sandstone walls would be retained, thus preserving the historical appearance 
of the famous old building. 


The renovation was not completed until 1952 and Congress had appropriated nearly six 
million dollars for the work involved. Today the White House has 132 rooms and 20 baths 
and showers, compared to 62 rooms and 14 baths prior to the renovation. Formerly there 
was one elevator and now there are five. In addition to making the building as durable and 
fireproof as possible, the work was carried out to retain or restore much of the original at- 
mosphere and at the same time provide the President and his family with a more efficient 
and livable home. 
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Just as the White House has grown and expanded through the years, so have the other 
departments of government and the federal city. The Department of Defense is housed in 
the world’s largest office building, the Pentagon, with some 40,000 employees. 


Rich as it is in history, the capital city is still the bridge between what is past and what 


is to come. Always one of the nation’s principal news sources, the city is rarely out of the 
spotlight. Washington today is both big and modern but remains enriched with history and 


tradition. 


Places of Gn terest 


THE MALL AND VICINITY 


POST OFFICE DEPARTMENT is at 12th Street and 
Pennsylvania Avenue, N.W. The Benjamin Franklin 
post office station is on the ground floor. In Room 
1315 there is an international philatelic exhibit 
which is open from 9:00 a.m. to 5:00 p.m., and a 
Philatelic Agency where United States commemora- 
tive and regular stamps may be purchased at face 
value. The exhibit and agency are open from 9:00 
a.m. to 5:00 p.m., Monday through Friday; Saturday 
to 4:30 p.m. It is closed on Sunday and holidays. 


DEPARTMENT OF LABOR, GOVERNMENT AU- 
DITORIUM and Interstate Commerce Commission oc- 
cupy three buildings in the Federal Triangle, facing 
Constitution Avenue, between 12th and 14th Streets, 
N.W. Prize-winning photographs of American work- 
ers, many of them life-size, are on display in the 
main corridors of the first floor of the Labor 
Department. 


DEPARTMENT OF COMMERCE, between Constitu- 
tion Avenue, and E Street, 14th to 15th Streets, 
N.W., covers eight acres. This is one of the largest 
office buildings in the world. Open 8:30 a.m. to 
5 p.m., Monday through Friday. 


SMITHSONIAN INSTITUTION is housed in a 
group of buildings facing the Mall. On Jefferson 
Drive between 9th and 12th Streets, S.W. is the 
administrative building for the several bureaus un- 
der control of the Institution. In this building are 
the graphic arts exhibit and an index exhibit de- 
picting the scope of the Institution’s work. Open 
daily, 9:00 a.m. to 4:30 p.m.; no admission fee. 


NATURAL HISTORY BUILDING, Constitution Ave. 
at 10th Street, N.W., contai hibits of animal 
habitat groups, birds of the world, American furn- 
iture, silver and glass, Indian groups, gems, extinct 

s, geological and other natural history and 
anthropological exhibits. This building also contains 
the National Collection of Fine Arts, exhibiting 
paintings, sculpture and other art objects. Open 
daily, 9:00 a.m. to 4:30 p.m.; no admission fee. 


ARTS AND INDUSTRIES BUILDING, 9th Street and 
Jefferson Drive, S.W., is on the south side of Smith- 
sonian Park. Exhibits illustrate arts, industries and 
American history. These include inventions, power 
machinery, textiles, factures 
planes and locomotives, as well as medicine and 
public health exhibits, stamps and coins. It also 
contains Lindbergh’s Spirit of St. Louis, Langley’s 
planes, the Wright brothers’ Kitty Hawk and Wiley 
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Post’s Winnie Mae; as well as a series of period 
rooms displaying original gowns worn by Presi- 
dents’ wives. Open daily, 9:00 a.m. to 4:30 p.m.; no 
admission fee. 


AIRCRAFT BUILDING, Independence Avenue west 
of the Arts and Industries Building, contains air- 
planes famous for “firsts in aviation and exhibits 
illustrating the development of aeronautics. The 
fighting planes of both World Wars and the Kor- 
ean War are included. Open daily, 9:00 a.m. to 


4:30 p.m.; no admission fee. . 


FREER GALLERY OF ART, 12th Street and Jeffer- 
son Drive, S. W., contains bronzes, paintings, jade, 
pottery and sculpture from the Far East, Near East 
and India; also included is a limited collection of 
American paintings with emphasis on Whistler in- 
luding his f “Peacock Room.” Open daily, 
9:00 a.m. to 4:30 p.m.; no admission fee. 


DEPARTMENT OF AGRICULTURE occupies the Ad- 
ministration and South Agricultural Buildings, ex- 
tending from 12th to 14th Streets, S.W., between 
Independence Avenue and Jefferson Drive. Depart- 
ment publications are available in room 104-A of 
the Administration Building. Murals of Department 
activities decorate the walls of the main entrance 
and the Patio of the Administration Building. Ex- 
hibits are frequently on display in the Patio. Time 
educational films are shown continuously in the 
Patio Theater (Room 114-A) Monday through Fri- 
day, 9:15 a.m. to 5:15 p.m.; no admission fee. 


WASHINGTON MONUMENT stands at the west- 
ern end of the Mall. The monument grounds extend 
from 14th to 17th Street, and from Constitution 
Avenue to Independence Avenue. In the center of 
this tract, on a slight elevation, rises the severe 
marble shaft, 555 feet from the ground to the 
apex. An elevator runs to the observation room at 
the 500-foot level, from which there are splendid 
views of the city and the Virginia hills. Open daily, 
from 9:00 a.m. to 5:00 p.m. A charge of ten cents 
is made for elevator service te the top of the shaft; 
children under 19 are admitted without charge. 


BUREAU OF ENGRAVING AND PRINTING is 
south of the Monument grounds, at 14th and C 
Streets, S.W. Tours Monday through Friday, except 
holidays, 8:00 a.m. to 11:00 a.m. and 12:30 p.m. 
to 2:00 p.m. Here the government designs, engraves 
and prints paper money, bonds, checks, revenue 
and postage stamps. 
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POTOMAC PARK is divided into West and East 
Potomac Parks. Ohio Drive follows the River, the 
Washington Channel and the Tidal Basin. This drive, 
beautiful at all times with trees and flowering 
plants, is exceptionally lovely in April when the 
1,200 Japanese cherry trees are in bloom around 
the Tidal Basin and East Potomac Park. Facilities 
for golf, picnicking, swimming, tennis, baseball, 
horseback riding; boats may be rented. Refresh- 
ments, cabins and tent and trailer space also are 
available. 


WHITE HOUSE, 1600 Pennsylvania Avenue, N.W., 
was built of gray sandstone on a rough piece of 
land terminating in the swamps. Since 1792, when 
construction of James Hoban’s design began, the 
Presidential Mansion, surrounded by beautifully 
landscaped lawns, has become one of the most out- 
standing buildings in Washington. The grounds ad- 
join the Ellipse on the south, which merges with the 
Washington Monument grounds. Also on the estate 
is the White House Office Building, conforming in 
design and color to the White House. The south 
grounds are open to the public only during the 
annual Easter egg rolling, but visitors may tour 
the house Tuesday through Saturday, 10:00 a.m. 
to 12:00 noon. It is closed on Sunday, Monday and 
holidays. A portion of the ground and first floor, 
including the East, Red, Blue, Green and State 
Dining Rooms, are open. The entrance for tourists 
is on East Executive Avenue. 


U. S. TREASURY, on Pennsylvania Avenue, at 15th 
Street, N.W., is east of the White House. Exhibit 
room is open to visitors 9:30 a.m. to 3:45 p.m., 
Monday through Friday. 


THE PRESIDENT’S GUEST HOUSE (Blair House), 
1651 Pennsylvania Avenue, N.W., is noteworthy for 
its association with many great Americans, includ- 
ing Abraham Lincoln, Andrew Jackson, Martin Van 
Buren, Robert E. Lee and Jefferson Davis. It was 
here that Robert E. Lee, at Lincoln’s insistance, was 
offered the command of the Union Army. The house, 
is used by the President as a guesthouse for dis- 
tinguished visitors. 


LAFAYETTE SQUARE, across Pennsylvania Avenue 
from the White House, contains many rare trees. 
The equestrian statue of Andrew Jackson by Clark 
Mills is the central monument. 


ARCHIVES of PHYSICAL MEDICINE & REHABILITATION 


WHITE HOUSE AND VICINITY 


Mar., 1960 


THOMAS JEFFERSON MEMORIAL is on the south- 
east side of the Tidal Basin. It is a circular domed 
structure surrounded by lcnic columns. The central 
memorial room contains a heroic bronze statue of 
Jefferson by Rudolph Evans and panels containing 
inscriptions from the most significant of Jefferson’s 
writings. The monument is open daily, from 9:00 
a.m. to 9:00 p.m.; there is no admission charge. 


ST. JOHN’S CHURCH (Episcopal), 16th and H 
Streets, opposite Lafayette Square, is known as the 
“Presidents’ Church” because President » 
Monroe, John Quincy Adams, Jackson, Van Buren, 
Harrison, Tyler, Fillmore, Buchanan, Arthur, Frank- 
lin D. Roosevelt, Truman and Eisenhower have at- 
tended services there. Many of the stained-glass 
windows are dedicated to famous statesmen. The 
building is open daily 7 a.m. to 7 p.m. 
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CHRISTIAN SCIENCE WORLD ACTIVITIES ON 
DISPLAY, in the Christian Science Building, 1601 
Eye Street, N.W., traces the origin, scope and heal- 
ing ministry of Christian Science in miniature, 
model—picture and sound. Open daily 10:00 a.m. 
to 6:00 p.m., on Sunday from 2:00 p.m. to 6:00 
p.m.; no admission charge. 


NATIONAL HOUSING CENTER, 1625 L Street, 
N.W., is headquarters for the National Association 
of Home Builders and a permanent exhibit center. 
It contains five floors of designs, building technics, 
equipment and materials that go into the modern 
home. The exhibits are changed frequently to keep 
pace with new developments in the housing indus- 
try; representatives of NAHB explain the displays. 
Open Monday through Saturday, 10:00 a.m. to 
6:00 p.m., on Sunday from 1:00 p.m. to 6:00 p.m.; 
no admission charge. 


TRUXTUN-DECATUR NAVAL MUSEUM, 1610 H 
Street, N.W., contains scale models of some fa- 
mous naval craft and murals of historic sea battles. 
Open Tuesday through Friday, 12:00 noon to 5:00 
p.m., on Saturday from 10:30 a.m. to 5:00 p.m., 
on Sunday from 12:00 noon to 5:00 p.m.; no ad- 
mission charge. 


book reviews 


PROGRESSIVE EXERCISE THERAPY 
IN REHABILITATION AND PHYSICAL 
EDUCATION. By John H. C. Colson, 
F.C.S.P. Cloth. Price, $4.50. Pp. 184, with 
illustrations. The Williams & Wilkins Co., 
Mount Royal and Guilford Aves., Baltimore 
2, 1958. 


The prerequisite of all exercise programs for 
the increase of muscle power, is progression. 
In DeLorme’s regime this is evaluated by de- 
termining the ten repetition maximum of a 
muscle and increasing the load proportion- 
ately. In more general exercises where weights 
cannot be used as a measure, there has al- 
ways been a need to know the order in which 
different exercises should be prescribed. This 
book fits this need. 

The first part is devoted to progressive ex- 
ercises at various joints. Each group of exer- 
cises is divided into a section on strengthen- 
ing, and one on mobilizing. The strengthening 
section is subdivided into Elementary, Inter- 
mediate and Advanced; there is a progression 
of exercises within each subsection. Some pen 
drawings help to illustrate the exercises. 

The second part of the book is on Specific 
Exercise Therapy, and is mainly related to 
postoperative exercises, e.g., following Gas- 
trectomy, Appendicectomy, Meniscectomy, etc. 
There again, the importance of progression is 
emphasized. The last part of the book ‘is on 
general exercise therapy, and related to the 
use of exercises to music and circuit training. 

This work will serve as a useful manual and 
reference book for physical therapists, reme- 
dial gymnasts, physical training instructors, or 
any person interested in prescribing individual 
or group exercises in an orderly progression of 
increasing resistance. (M. T. F. Carpendale, 
M.D.) 


ADAPTED PHYSICAL EDUCATION IN 
SCHOOLS. By Ivalclare S. Howland, Ed. D. 
Paper. Price, $3.00. Pp. 174. Wm. C. Brown 
Company, 135 S. Locust, Dubuque, Iowa, 
1959. 


This is a textbook which specifically deals 
with each phase of physical education ac- 
tivities and their adaptation for children with 
various gradations of physical restrictions. The 
author states in the introduction that it is a 
textbook to be used in teaching adapted phys- 
ical education, where anatomy, physiology, 
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kinesiology, physiology of exercise, health ed- 
ucation and general teaching methods are 
prerequisites. These prerequisites are demon- 
strably necessary, as one notes the laboratory 
problems placed at the end of almost every 
chapter. A bibliography is furnished at the 
end of each chapter. Many of these references 
are on the postgraduate level; several are well 
established texts written by physicians whose 
particular interest is in physical medicine and 
rehabilitation. This then, is one of the most 
complete bibliographies in this field that has 
been assembled in many years. 

Foundations of program planning, determi- 
nations of needs, recognition of orthopedic 
deviations and faulty mechanics, and a de- 
tailed orthopedic-body mechanics test, classi- 
fications and assignment of each child pro- 
vide the basic discussion, but at no point in 
these matters is the teacher made to feel that 
he is making medical decisions or judgments 
in any instance. The place of the physician, 
the teacher, the parents and the individual 
child are clearly delineated. Practical adapta- 
tion in all types of sports is discussed. Sched- 
uling and specific individual progress for 
special classes are detailed, as are recrea- 
tional activities in the special class. 
(Nila Kirkpatrick Covalt, M.D.) 


ORTHOPAEDIC SURGERY. By Sir 
Walter Mercer, F.R.C.S. Fifth edition. Cloth. 
Price, $12.00. Pp. 1075, with illustrations. 
The Williams & Wilkins Company, Mount 
Royal & Guilford Aves., Baltimore 2, 1959. 


Sir Walter Mercer is Professor Emeritus of 
Orthopedic Surgery at the University of 
Edinburgh and Chairman of the British Ed- 
itorial Board of the Journal of Bone and Joint 
Surgery. This comprehensive textbook of or- 
thopedic surgery is an outgrowth of his many 
years of teaching. The fifth edition is not 
greatly changed from the fourth edition pub- 
lished in 1950. Although its value in a sec- 
tion of physical medicine and rehabilitation 
would be limited, it will serve as a study 
guide and reference work for medical. stu- 
dents, residents training in orthopedic surgery, 
and those in surgical practice. Many of the 
sections, however, are predominantly basic in 
their orientation and lack the detailed ma- 
terial required by the resident or fellow in 
orthopedic surgery. 
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The book is divided into 22 chapters. In re- 
viewing these, one finds that a number of the 
sections are outstanding, whereas others ap- 
pear sketchy and leave a good deal to be de- 
sired. The section on tuberculosis of bones 
and joints is more than 100 pages long, and 
is probably the best part of the book. The 
chapters on arthritis and on problems of the 
foot and ankle are well organized and _ in- 
formative. The section on bone tumors does 
not include the recent findings and classifica- 
tions that are becoming standard among 
American orthopedic surgeons and _ patholo- 
gists. The physician interested in physical 
medicine and rehabilitation will find the sec- 
tions on cerebral palsy, arthroplasties, and 
poliomyelitis disappointing. Little reference is 
made to physical treatment of these condi- 
tions. The chapter on scoliosis is good and the 
role of therapeutic exercise is logically evalu- 
ated. 

The style of writing makes the book very 
readable, and organization within the various 
chapters is satisfactory. The illustrations, par- 
ticularly the reproductions or roentgenograms, 
are not outstanding. However, many of the 
diagrammatic drawings are excellent. The bib- 
liography at the back of the book is not ex- 
tensive. It includes some recognized works, 
but many significant articles are not men- 


tioned. (Gordon M. Martin, M.D.) 


RECREATION IN TOTAL REHABILI- 
TATION. By Josephine L. Rathbone, Ph. D., 
and Carol Lucas, Ed.D. Cloth. Price, $9.50. 
Pp. 398. Charles C Thomas, Publisher, 301- 
327 E. Lawrence Ave., Springfield, Ill., 1959. 


The role of recreation in the rehabilitation 
of the seriously and chronically disabled in- 
dividual is one of some importance to physi- 
cians in charge of these patients and, in most 
instances, hospital superintendents. Very of- 
ten, economic pressures have to be met and 
the medical values of recreation should be 
judged by the physician responsible for these 
patients. This book is written by experienced 
professionals in this aspect of rehabilitation 
and is worthy of study both by hospital ad- 
ministrators and interested physicians. The 
thesis that rehabilitation is important for such 
chronically disabled patients is perhaps gen- 
erally accepted, but at times considered as a 
luxury. This book very well presents the prop- 
osition that the most effective recreational 
therapy should be in the hands of those who 
are well acquainted with the pathological as- 
pects of the physical and mental disabilities 
of the patients they are treating. It also in- 
dicates that this type of service is fundament- 
ally a professional service, requiring a special 
sort of training; in other words, this type of 
treatment is not readily provided by volunteers 
without training. The reasons for this are well 
brought out by the text which indicates, in 
detail, how a background of physical and 
psychological pathology is important for peo- 
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ple working in this field. Details of therapeu- 
tic care in this field are well described in the 
various chapters devoted to acute and chronic 
disabilities as well as the different types of 
disease processes. There is also a good discus- 
sion of the various media available for use by 
the therapists. 

This is an important reference book for 
therapists of any category interested in the 
care of handicapped patients and for ad- 
ministrators in determining the _ individual 
needs of the patients other than medical care. 
The book is comprehensive and well written 
and worthy of serious consideration by all 
concerned with rehabilitation. It is yet to be 
determined whether there is a necessity for a 
separate group of professionals in the field of 
recreation or whether this need can best be 
filled by those who have a fundamental back- 
ground in either physical or occupational 
therapy. (Arthur L. Watkins, M.D.) 


THE FOOT AND ANKLE: Their Injur- 
ies, Diseases, Deformities and Disabilities. By 
Philip Lewin, M.D. Cloth. Price, $14.00. Pp. 
612, with 339 illustrations. Lea & Febiger, 
Washington Sq., Philadelphia 6, 1959. 


This well-known medical text in its fourth 
edition attests to its popularity and usefulness. 
In general the outline and chapter headings 
are unchanged from the previous edition but 
the appendix has many additions. Most of 
these additions pertain to deformity or surgery 
of the foot and could have been incorporated 
into appropriate chapters. 

For the reader interested in physical medi- 
cine and rehabilitation, the publisher’s descrip- 
tion arouses interest by the statement, “Among 
the many features are important techniques, 
substitutions, transpositions, and rehabilitative 
procedures ”. However, this last item 
brings disappointment on close inspection be- 
cause none of present day concepts of reha- 
bilitation are included. In fact, nonoperative 
treatment in many sections such as _polio- 
myelitis and cerebral palsy has been shortened 
from previous editions to allow for addition 
of newer surgical procedures such as the Grice 
bone block stabilization of the foot. Little or 
no attention is given in most sections to the 
postoperative period. 

In the section on arthritis of the foot and 
ankle, physical therapy receives mention by a 
simple listing of not only the usual features: 
“thermotherapy, massage, hydrotherapy, con- 
trast baths, hot paraffin dips, passive exercises, 
active exercises, diathermy, and posture work,” 
but also includes “mechanotherapy, manipu- 
lation, passive congestion, mineral baths, mud 
baths, inductotherm, auto-condensation and 
negative galvanism, colon therapy, and helio- 
therapy.” The discussion of hemarthrosis in 
hemophilia remains unchanged from the pre- 
vious edition and thus fails to mention the 
control of bleeding by rapidly administered 
intravenous plasma or transfusions of fresh 
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whole blood. The section covering gouty arth- 
ritis has been brought up to date and includes 
medical treatment with urocosuric agents such 
as Benemid. 

Manual resistive exercises for strengthening 
foot and ankle groups in the treatment of flat 
feet which appeared in the third edition has 
been omitted in this present one. Under the 
heading of electrodiagnosis of neuromuscular 
disorders one brief paragraph mentions faradic 
and galvanic current and then refers the 
reader to the appendix for discussion of elec- 
tromyography. However, a search of the ap- 
pendix revealed no mention of electromyo- 
graphy. 

Thus it appears this comprehensive text on 
a particular anatomical region is oriented al- 
most entirely to the viewpoint of surgery but 
in that aspect is an excellent up-to-date refer- 
ence. (Thomas P. Anderson, M.D.) 


SYMPOSIUM ON PULMONARY VEN- 
TILATION. Papers and Discussion. Edited by 
Dr. R. P. Harbord and Prof. R. Woolmer. 
Cloth. Price, 12 s., 6 d. net. Pp. 109, with 
illustrations. John Sherratt & Son, The St. 
Ann’s Press, Park Rd., Eltrincham, Cheshire, 
England. 

This small volume is a verbatim transcript 
of a discussion of several of the problems of 
pulmonary ventilation— in the newborn, in 
pulmonary emphysema with carbondioxide 
narcosis, in airway obstruction. The contribu- 
tors are predominantly British anesthetists 
dealing with practical applications of physio- 
logic principles and methods. Although they 
are working in areas of practical application, 
it is apparent that they are helping to clarify 
fundamental principles. The discussion of 
aeration of the newborn infant’s lungs is es- 
pecially informative for the general reader. 
One or two chapters dealing almost wholly 
with instrumentation and measurement have 
interest principally for the detailed worker in 
pulmonary physiology. 

The volume has the virtues and disadvan- 
tages of a verbatim transcript. The speakers, 
obviously well acquainted with each other’s 
work, sometimes plunge into discussions with- 
out clear introduction of their material to the 
more casual reader. The chapter bibliogra- 
phies are unfortunately too scanty to lead the 
casual reader clearly on to the path of the 
discussion. The informal nature of the discus- 
sion lends a virtue of freshness to the text for 
the informed reader. (R. C. D., M.D.) 


HYPERTENSION. The First Hahnemann 
Symposium on Hypertensive Disease. Edited 
by John H. Moyer, M.D. Cloth. Price, $14.00. 
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Pp. 790, with illustrations. W. B. Saunders 
Company, W. Washington Sq., Philadelphia 
5, 1959. 


This symposium adequately covers the gen- 
eral field of hypertensive disease, and the 
newer concepts have been incorporated well 
into the text. It will serve as an excellent 
reference book both for the clinician and the 
research physician. Like all such reviews, some 
articles are extremely short and by necessity 
do not cover the subject completely. 

Parts I and II are mainly concerned with 
the basic fundamentals and etiology of hy- 
pertension and should appeal to the person 
interested in research. Despite this the clini- 
cian can profit from a careful review of these 
sections for a more complete understanding of 
the basic concepts of the disease. However, 
the one short article dealing with pyelone- 
phritis does not seem adequate for this im- 
portant aspect of hypertensive disease, whether 
or not it is a primary or a secondary factor. 

The following sections deal with the treat- 
ment of hypertension. Incorporated well are 
the pharmacological studies that aid in the 
understanding of etiologic factors. The excel- 
lent reviews of the pharmacological actions of 
specific antihypertensive drugs and their clin- 
ical applications are worthy of review by 
every clinician. Important surgical advance- 
ments in the treatment of hypertension are 
covered and offer exciting and new approaches 
to the disease. 

The final summary contains many import- 
ant and practical considerations in the treat- 
ment program of hypertensive patients. Un- 
fortunately only by careful reading of this 
verbose section can the facts be obtained. 
Undoubtedly one or two well organized pa- 
pers would have made this section of much 
greater value for the busy practitioner. The 
discussion periods must have been edited, but 
at times they are prolonged and redundant. 
The inclusion of directed questions with a 
“yes” or “no” answer without supplementa- 
tion adds nothing to the problems involved 
and could have been omitted. 


Of the many things man can do 
or make here below, by far the 
most momentous, wonderful 
and worthy are the things 
called Books. 

— THOMAS CARLYLE 


The reviews here published have been prepared by competent authorities and do not represent the opinions 
of the American Congress of Physical Medicine and Rehabilitation and/or the American Academy of Physical 


Medicine and Rehabilitation. 
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Breaths 
DR. J. ROBLEY ALMER 


J. Robley Almer, New York City, died in Beth Israel Hospital on October 31, 1959. 
Dr. Almer was born in New York City on May 15, 1893. He was graduated from 
New York Medical College in 1917 and was licensed to practice medicine in the 
State of New York in 1920. The cause of his death is not known. 


DR. H. BRUNO ARNOLD 


H. Bruno Arnold died at his home in Woodbridge, Conn. on January 8, 1960 after 
being involved the past eighteen months with a massive coronary. Dr. Arnold was 
born in 1902 and was graduated from Yale Medical School in 1927. Dr. Arnold was 
the son of the late Dr. Ernst H. Arnold, founder of Arnold College in Milford, now 
part of the University of Bridgeport. He was president of the college for four years 
before World War II. During the war Dr. Arnold was a Navy captain assigned to the 
Brooklyn Naval Hospital. He had been director of the Department of Physiatrics at 
the Hospital of St. Raphael in New Haven since 1946. 


DR. ANTHONY BASSLER 


Anthony Bassler of New York City passed away on August 29, 1959 at the age of 
85. He was born in New York City on May 24, 1874 and was graduated from Bellevue 
Hospital Medical College in 1898. He was successively a lecturer in pediatrics, path- 
ology, and internal medicine at his alma mater from 1900 to 1910. For many years 
he served on the faculty at New York Polyclinic Medical School and Hospital and 
Fordham University School of Medicine. A specialist certified by the American 
Board of Internal Medicine, Dr. Bassler was affiliated with a great many various 
gastroenterological associations, as well as the founder of the Section on Gastro- 
enterology of the American Medical Association. 


DR. WILMOT L. MARDEN 


Wilmot L. Marden, Lincolnville, Me., died in the Camden (Maine) Community 
Hospital on August 1, 1957 at the age of 81 of carcinoma of the prostate. He 
received his medical degree at Boston University School of Medicine in 1898 and 
formerly practiced in Lynn, Mass. where he was on the staff of the Union Hospital. 


DR. MADGE C. L. McGUINNESS 


Madge C. L. McGuinness of New York City passed away on December 9, 1959. 
She was born in New York City on January 8, 1884 and was graduated from the 
Women’s Medical College of Philadelphia in 1908. Dr. McGuinness was formerly 
director, and at her death, a consultant in physical medicine and rehabilitation 
Misericordia and Lenox Hill Hospitals. Long active in advancing the status 
women in medicine, she won the 1952 award of the Women’s Medical Society 
New York, of which she was a former president. Dr. McGuinness had lectured 
New York University and the College of Physicians and Surgeons of Columbia 
University. She had served also as chief of clinic at Vanderbilt Clinic of the 
Columbia-Presbyterian Medical Center. 


DR. ISIDORE |. NEISTADT 


Isidore I. Neistadt, Hewett, N. Y., passed away on November 28, 1959 in South 
Nassau Communities Hospital, Oceanside, after a heart attack. Dr. Neistadt was 
born on November 21, 1905 in Baltimore, Md. He received his medical degree from 
the University of Maryland, Baltimore, in 1929. Dr. Neistadt was a consultant in the 
rehabilitation program for convalescing patients at Meadowbrook Hospital and a 
member of the staff at South Nassau Communities Hospital and St. Joseph’s Hospital, 
Far Rockaway. 
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, can save automatically 
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IF YOU ARE 


a clinician 

a research worker 

a physiologist 

a bio-physicist 

a teacher of physical medicine and rehabilitation 


IF YOU WANT 


to stay abreast with what is new in physical medicine 
and rehabilitation 


YOU MUST 


read the Archives of Physical Medicine and Rehabilitation, 
the official journal of the American Congress of Physical 
Medicine and Rehabilitation and the American Academy 
of Physical Medicine and Rehabilitation _ 


no other medical periodical gives you as bruad a coverage 
in the field of physical medicine and rehabilitation .. . 
each month you will find in this journal informative 
articles on new developments, theories and practices dealing 
with all phases of this specialty 
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